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= PIONEERS In PATIENT HANDLING EQUIPMEN 
q THE FAMOUS HAUSTED LINE OF WHEEL STRETCHERS 
Provides better AECEIVING, EMERGENCY RECOVERY CARE... 


With its ingeniously engineered 
two-way Slide and Tilt feature, 
the “Easy-Lift” unit is the ulti- 
mate in patient care and han- 
dling. One smal nurse can 
transfer the heaviest patient 
easily. With available accessories 
the “Easy-Lift” is today’s most 
modern emergency and recovery 


A leader in its field. Modern, 
versatile, for Emergency and 
Recovery Room use. This com- 
petitively priced stretcher has 
numerous features not available 
on conventional stretchers. The 
unit is completely self contained 
All accessories store on the 
stretcher ready for immediate 


room unit. use. 


Economy 


Our most versatile unit. Ideally i 
suited for use as a labor bed, 
recovery unit, O.B. examinations 
and emergency obstetrics... 
converts quickly from O.B. table 
to stretcher. Versatility is ac- movement of patients and engi- 
complished because of the unit's neered to give vears of depend- 
unique design and of the large able service. The Economy is 
selection of availabe accessories. tops in the low priced field. 


ei OUR TWO LATEST UNITS FOR IMPROVED PATIENT CARE... 
TRACTION AID 


The ultimate in modern pelvic and cervical intermittent traction 
and manipulation. Is electronically controlled and hydraulically 
operated for smooth application. The TRACTIONAID is the 
only unit which compensates for the patient's movement and has 
complete control of “on” and “off” cycle 


INVALID-CHAIR 


The most efficient, modern, and safe unit for incapacitated 
| 6 patient handling. The incapacitated patient can be transferred 
a from bed to flat stretcher top and then by a simple turn of a 
: crank the unit is converted into any chair position 


Dollar for dollar you can't beat 
the Hausted Economy. Designed 
for the simple transfer and 


a WRITE FOR DETAILED INFORMATION ON ANY ABOVE UNITS 
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me HAUSTED MANUFACTURING COMPANY 3 


FOR HOSPITAL USE 


ANTACID ANALGESIC | 
fill | 


the 


BUFFERIN. 
need 


1000 TABLETS 


TOULMYERS CO., NEW YORK, 


MADE IN U.S.A. 


Quickly, Economically 


BUFFERIN 


saves money 
in amber bottles especially designed for the modern hospital pharmacy. | saves dispensing time 
saves shelf space 


Burrerin—the better tolerated antacid analgesic—is especially valuable for 
the treatment of arthritis and other conditions which require high-dosage, 
long-term salicylate therapy. BUFFERIN contains no sodium, thus is suitable 
for patients on salt-free diets. 


Each BUFFERIN tablet combines 5 grains of aspirin with the antacids aluminum glycinate and magnesium carbonate. 
Clinical Data Available on Request 


ANOTHER FINE PRODUCT OF BRISTOL MYERS 


Bristol-Myers Company,19 West 50 Street, New York 20, N. Y. 
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QUALITY MESEARCH , INTEGRITY 


Combines two cardinal features in a single preparation 


There are equal parts of quick-acting Available in three convenient strengths 
‘Seconal Sodium’* and moderately long- —3 4,11 2, and 3-grain pulvules. 
acting ‘Amytal Sodium’ t in each Pulvule 

Tuinal. This assures your obstetric 

patient quick, sustained amnesia; your *'Seconal Sodium’ (Secobarbital Sodium, Lilly) 
surgical patient relief from apprehension. _+'Amyta! Sodium’ (Amobarbital Sodium, Lilly) 
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An in-basket overflowing with journals, pamphlets, and advertising mailers often 
means a briefcase full of homework for the hospital administrator or depart- 
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this reading load by providing, in summary form, highlights of last year's hos- 
pital literature in 24 pertinent areas. Photo by Eli Fritz. (Other picture credits 
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COMPLETE LINE STERILE 
STRENGTH, BETTER HAND 


NON-ABSORBABLE SUTURES 


D&G SURGILOPE SP° 


Atraumatic’ Needle Sutures and Pre-Cut Lengths 


-e@ Eliminates jars, solutions, tubes!—no damage 
from broken glass...individual sterile envelope for eech 
needle suture...no resterilization problems 


e Stronger sutures with better “hand” — envelope 
pack eliminates kinks, reduces handling, provides better 
protection for needle and suture 


e Faster preparation—new Strip Pack cuts prepara. 
tion time to seconds 


AMERICAN CYANAMID COMPANY 
SURGICAL PRODUCTS DIVISION 
DANBURY. CONNECTICUT 


PRODUCERS OF DAVIS & GECK BRAND SUTURES AND vine 
BRAND HYPODERMIC SYRINGES AND NEEDLES 
IN CANADA BY 
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NEEDLE SUTURES OFFERING 
LING QUALITIES, BROKEN GLASS! 


SURGILAR’ 


HROMIC 


ABSORBABLE SUTURES | 


SURGILAR 


Standard Lengths ATRAUMATIC’ Needles 


_ @ Provides stronger, safer surgical gut'—no glass nicked 
no weakening by excessive handling, no damage 
needle points or cutting edges 


Delivers more flexible sutures’ —no reels to cause bends 
a or kinks...quickly opened as needed so suture is always fresh 
| 


Saves 334% nurse time! — faster preparation technic 
frees her for other duties 
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heshital association meetings 


NATIONAL HOSPITAL ASSOCIATIONS 


American Hospital Association 
1958 Annual 
18-21; Chicago 
phitheatre; Palmer House) 
1959 Annual 
24-27; New York City 
Statler Hotel) 
1960 Annual 


Am- 


Convention — August 
(International 


Convention — August 
(Coliseum; 


Convention —August 


29-September 1; San Francisco (Civic 


Auditorium) 


(THROUGH FEBRUARY 1959) 


American Protestant Hospital Associa- 
tion—January 27-30; St. Louis (Jef- 
ferson Hotel) 

Catholic Hospital Association—June - 
26; Atlantic City, N. J. (Convention 
Hall; Dennis Hotel) 

National Association of Methodist Hos- 
pitals and Homes——January 27-29; St. 
Louis (Jefferson Hotel) 


In soft Spring green and other quiet colors, 
Bates new “Kolor Krinkle” bedspread gives 
you the same perfect service as Bates original 
“Ripplette.” Only the colors are new. The 
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ADDS PURE COLOR 
TO PERFECT SERVICE! 


BATES NEW “KOLOR KRINKLE” 
Bedspread—Style 252 
Vat dyed in Light Green, 
Pink, Blue, Yellow, Copper. 
Sizes 72 x 90, 72x 99, 
72 x 108, 90 x 108. 


permanently crinkled cotton with reinforced 


weave is exactly the same long-wearing, easy- 
washing quality you expect from Bates. Call 
your nearest Bates distributor or write: 


BATES “RIPPLETTE” BEDSPREAD 
Style 200 
All White. Same sizes as 
“Kolor Krinkle.” 


REGIONAL MEETINGS 
(THROUGH MARCH 1959) 


Association of Western Hospitals——Apri! 
21-24; San Francisco (Civic Audi- 
torium; St. Francis Hotel) 

Carolinas-Virginias Hospital Conference 
— April 24-25; Roanoke, Va. (Hotel 
Roanoke ) 

Maryland-District of Columbia-Delaware 
Hospital Association——November 3-5; 
Washington (Shoreham Hotel) 

Middle Atlantic Hospital Assembly — 
May 21-23; Atlantic City, N. J. 
(Convention Hall) 

Southeastern Hospital Conference——May 
14-16; Miami Beach, Fla. (Hotel 
Fontainebleau) 

Tri-State Hospital Assembly——Apri! 28- 
30; Chicago (Palmer House) 

Upper Midwest Hospital Conference —— 
May 14-16; Minneapolis (Minne- 
apolis Auditorium; Leamington Hotel) 


STATE AND PROVINCIAL MEETINGS 
(THROUGH SEPTEMBER 1958) 


Arkansas Hospital Association— Moy | 2- 
14; Hot Springs (Arlington Hotel) 
Connecticut Hospital Association —J une 

11; Berlin (Berlin Light. and Power 
Company) 
lowa Hospital Association — Apri! 24- 
25; Des Moines (Savery Hotel) 
Maine Hospital Association — June |0- 
11; Rockland (Samoset Hotel) 
Massachusetts Hospital Association - 
May 15; Boston (Hotel Statler) 


Michigan Hospital Association — June 
16-18; Mackinac Island (Grand 
Hotel) 


Montona Hospital Association——Septem- 
ber 15-16; Havre 

New Jersey Hospital Association—— May 
21-23; Atlantic City (Convention 
Hall) 

Hospital Association of New York State 
——May 21-23; Atlantic City, N. J. 
{Hotel Claridge) 

North Dakota Hospite!l Association — 
April 22-23; Fargo (Gardner Hotel) 

Hospital Association of Pennsylvania — 
May 21-23; Atlantic City, N. J. 
(Convention Hall) 

Comite des Hopitaux du Quebec——June 
25-27; Montreal (Montreal Show 
Mart) 

South Carolina Hospital Association -— 
April 24-25; Roanoke, Vo. (Hotel 
Roanoke ) 

Texas Hospital Association——Moy 6-8; 
Dallas (Statler-Hilton Hotel) 


AHA INSTITUTES 
(THROUGH SEPTEMBER 1958) 


Obstetrical Nursing Service Administra- 
tion—-April 28-May 1; New Orleans 
(Hotel Monteleone) 


(Continued on page 140) 


As soon as determined, notice of your 
annual meeting at which officers are 
elected, should be mailed to the editors 
of HOSPITALS, J.A.H.A., 18 East Division 
Street, Chicago 10, Illinois. 
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More than 2300 surgeons are 


B.EGoodrich report: 


testing these “Surgiderm” gloves 


Typical reports: “Much more comfortable’; “Less tiring to hands” 


A our invitation surgeons through- 
out the country are using and 
testing B. F. Goodrich “Surgiderm” 
gloves, and telling us how they fit, 
perform and last. The comments are 
still coming in, but already we can be 
sure that this new glove is being en- 
thusiastically approved and accepted. 

This approval is a guide to you in buy- 
ing rubber gloves for your hospital. 
Surgeons like the new B.F.Goodrich 
“Surgiderm” glove because it is so 
much more comfortable than other 
surgical gloves. It is extremely sensitive 
to the touch, protective yet responsive 
to even the slightest movement of 
the fingers. 
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Comparison tests prove that the 
B.F.Goodrich “Surgiderm” glove ts 
30 to 50 per cent softer than any regu- 
lar rubber surgeons’ glove, including 
the brown cement type. Because it’s 
softer and more pliable, it takes 25 to 
30% less force to flex the fingers and 
hand, a tremendous factor in reducing 
fatigue. 

In addition to comfort and sensitiv- 
ity, this B.F.Goodrich glove is long 
lasting. It is strong to start with and 
Stays strong even after many steriliza- 
tions. It is 36% stronger than a brown 
cement type glove before use, 67% 
stronger after ten sterilizations. What's 
more, it keeps its elasticity, can be 


stored for months with no danger of 
deterioration. 

With this combination of comfort, 
strength and sensitivity, you'd expect 
B.F.Goodrich “Surgiderm” gloves to 
be expensive. Actually they cost no 
more than many standard gloves now 
on the market. They are made in sizes 
from 6 to 10, have rolled wrists which 
fit snugly over the gown, are brown in 
color. Hospital and Surgical Supplies 
Dept., B.F.Goodrich Industrial Products 
Co., Akron 18, Ohio. 


B.EGoodrich 
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ghinions and ideas 


Placing the newborn 
for adoption 


Dear Sir: 

In the annual meeting of the 
New Mexico Conference of Catho- 
lic Hospitals, which was held here 
on Feb. 1, 1958, there was much 
discussion concerning hospital 
policies in regard to the initial 
placement of newborns for adop- 
tion, especially infants born out 
of wedlock. 

Reference was made to the Aug. 
1, 1956, issue of HOSPITALS, J.A.H.A. 
in which there were two articles 
on this subject: (1) “The Un- 
married Obstetrical Patient,” by 
Jane E. Wrieden, (2) “Duties of 
Hospital Personnel in Adoption 
Cases,” by Leon M. Despres. 

At this time there is a great 
deal of interest on the part of all 
Catholic hospitals and others on 
this subject because of the efforts 
being made to obtain legislation 
regarding adoptions in New Mex- 
ico. We wonder if it would be 
possible to obtain reprints of these 
two articles through the Journal 
of the American Hospital Associa- 
tion.—SISTER ALICE REGINA, presi- 
dent, New Mexico Conference of 
Catholic Hospitals. 


Editor’s Note: The reprints were 
sent to Sister Alice Regina. 


The case for don’t 
do-it-yourself printing 


Dear Sir: 

Your magazine is recognized as 
one of the most valuable source 
materials in the hospital and clinic 
field throughout the nation. Be- 
cause of this position of leader- 
ship, you have neither dodged con- 
troversy nor promoted argument 
for argument’s sake in your edi- 
torial columns. 

We [Steck Co., printers, Austin, 
Tex.] are well accepted in Texas 
and have even made a small dent 
(probably indiscernible to our 
competitors) in the nation-wide 
market in the hospital forms field. 
Our attitude in regard to do-it- 
yourself printing as set forth in 
Mr. Glesne’s article [‘*The Case for 


Do-It-Yourself Printing” by R. B. 
Glesne in HOSPITALS, J.A.H.A., Feb. 
1, 1958] is entirely biased. Never- 
theless, our opposing viewpoint 
has merit and I am confident that 
given both sides of the subject, 
readers will be in a much better 
position to make a realistic de- 
cision on do-it-yourself printing. 

My feelings are much stronger 
than expressed here (an admir- 
able exercise of restraint, con- 
sidering the state of origin). The 
article written by Mr. Glesne 
sounds as though it had come 
straight from an Addressograph- 
Multigraph sales manual on Multi- 
lith offset machines (an excellent 
piece of equipment in any print- 
ing plant). 

I have written this letter in the 
interest of presenting both sides 
(or at least another side) of the 
picture. 

And, if you think what follows 
is prejudiced, you’re right—and 
so was the original article! 

Mr. Glesne’s remarks prompt 
me to warn those considering the 
installation and operation of print- 
ing equipment that “all that glit- 
ters is not gold.” I do not doubt 
that Mr. Glesne’s operation of an 
offset press is successfully meet- 
ing his expectations. In fact, the 
operation of his printing equipment 
may have exceeded his expecta- 
tions. Unfortunately, too many 
people in and out of the hospital 
field expect too much! 

Hospitals cannot expect to print 
stock forms as cheaply as they can 
buy them. Regardless of the size of 
the institution and the quantity 
and variety of printed forms used, 
hospitals can purchase approved 
stock forms for almost every pur- 
pose at a cost considerably lower 
than if printed in their own print 
shops. 

For instance, a common and 
popular stock form, lithographed 
on two sides, size 8% x 11, padded, 
sells for $5.75 per 1000. This would 
be a year’s supply for an average 
hospital. A hospital could not pro- 
duce the forms for three times that 
figure on its own press. 

Stock forms are always avail- 


LETTERS TO THE EDITOR 


able in any quantity from your 
hospital forms supply house in 
only the time required to complete 
shipment, usually two or three 
days. The forms manufacturer ties 
up his cash in inventory, not the 
hospital; the forms manufacturer 
maintains a storage warehouse, not 
the hospital; the forms manufac- 
turer suffers any loss from obsoles- 
cence, spoilage, soilage, or non- 
acceptance, not the hospital. No 
hospital should ever expect to 
“compete” with specialty houses 
on stock items. It can’t be done. 

The hospital cannot’ expect 
quality printing from an office 
print shop. Nevertheless, hospitals 
will accept and put in use forms of 
a quality so inferior that if a com- 
mercial printer were to deliver 
the same quality of work, it would 
not, and should not, be accepted. 
Those hospitals having access to 
skilled operators, can, if willing 
to stand the cost, produce forms 
of “acceptable,” not “exceptional,” 
quality. 

It is not often that a hospital 
has on its staff a person who is 
capable in the art of form design. 
Granted that he knows his stuff, 
it is a rare office employee who 
can translate his knowledge of 
hospital procedures to properly 
designed business forms. Forms 
design is available at no extra 
charge from any qualified com- 
mercial printer. 

In the purchase of raw paper 
stock, the larger the quantity of 
paper purchased, the lower the 
price. But there are few hospitals 
which can afford to tie up working 
capital to do any volume buying of 
paper. And any job printer will, in 
the regular course of his business, 
buy more raw paper stock in a 
month than most hospitals could 
buy in a year. In addition, many 
buy direct from paper mills at 
carload prices which allow an as- 
sortment of weights, grades, and 
colors at the carload price. Even 
with the profit added, many com- 
mercial printers can sell paper 
cheaper than most hospitals can 
buy it. 

A close analysis of all factors 
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the proved efficiencies 


reach of Every Hospital / 


@ By virtue of the magnetostrictive 
transducer and an exclusive welded con- 
struction, Amsco Ultrasonic units 


attain the highest degree of 


cleanliness ever achieved, : 


2 «+ @t speed which soves 
money for the hospital. 


7 
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Ant 


@ The portable Model 79 brings the new 
concept of Ultrasonic cleaning within 
practical reach of even the smallest 
hospitol .. . and permits wider dispersal 
of Ultrasonics in larger hospitols. 


AMERICAN 


STERILIZER 


ERIE*+ PENNSYLVANIA 
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Since its introduction to hospitals by American Sterilizer, Ultrasonic 
cleaning has clearly proved itself the method of choice for the fast, 
and effective removal of soil from surgical instruments, syringes and 
related items, prior to sterilization. 

Shown above with optional drier unit is the UC-914 which has 
clearly demonstrated its efficiency in larger hospitals. The 9” x14” 
Ultrasonic bath holds 100 surgical instruments or up to 80 syringes 
ond output is at the rate of 2000 instruments . . . cleaned, rinsed 
and dried .. . every hour. 


Shown at the left is the new portable Model UC-79. Its 7” x 9” 
bath incorporates the same proved Ultrasonic principles as the 
larger unit and attains the same amazing cleaning efficiency. 

Also available is an intermediate 9” x 14” model with separate 
cleaning, rinsing and drying units which may be purchased in any 
combination. 


The concepts and economics of Ultrasonic cleaning ore fully explained in 
current technicol literature. Write for it today! 


in 14 Principal Cities 
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Another TUBEX First... 


MEPERIDINE HYDROCHLORIDE, 


Injection: 50, 75, or 100 mg. per 


1-cc. TUBEX 


TUBEX MEDICATIONS: 
Benzathine Penicillin G 

BICILLIN® Long-Acting, Injection (Benzathine 
Penicillin G in Aqueous Suspension) : 600,000 units 
per l-cc. Tubex; 900,000 units per 1.5-cc. Tubex; 
1,200,000 units per 2-cc. Tubex. 


Procaine Penicillin G 

LENTOPEN® (Procaine Penicillin G in Oil with 
Aluminum Monostearate): 300,000 units per l-ce. 
Tubex. 


WYCILLIN® Suspension (Procaine Penicillin G in 
Aqueous Suspension ) :300,000 units per l-cc. Tubex. 


WYCILLIN 600 Suspension (Procaine Penicillin G 
in Aqueous Suspension): 600,000 units per 1-ce. 
Tubex; 1,200,000 units per 2-cc. Tubex. 


Combination Penicillins 


BICILLIN C-R 600 (Benzathine Penicillin G and 
Procaine Penicillin G in Aqueous Suspension): 
300,000 units each per l-cc. Tubex; 600,000 units 
each per 2-cc. Tubex. 


LENTOPEN, All-Purpose (Procaine Penicillin G and 
Potassium Penicillin G in Oil): 300,000 units of 


- 


cLoseo-system 


Wyeth 


procaine penicillin G and 100,000 units of potassium 
penicillin G per l-ce. Tubex. 

WYCILLIN DSM (Procaine Penicillin G and Dihy- 
drostreptomycin Sulfate in Aqueous Suspension) : 
400,000 units of procaine penicillin G and 0.5 Gm. 
of dihydrostreptomycin sulfate per 2-cc. Tubex. 


Narcotics 


CODEINE PHOSPHATE, Injection: 30 mg. ('»5 grain) 
or 60 mg. (1 grain) per l-cc. Tubex. 


MEPERIDINE HYDROCHLORIDE, Injection: 50 mg., 
75 mg., or 100 mg. per l-cc. Tubex. 


MORPHINE SULFATE, Injection: 8 mg. (\% grain), 


10 mg. (1% grain), or 15 mg. (‘4 grain) per l-cc. 
Tubex. 
Streptomycins 


DIHYDROSTREPTOMYCIN SULFATE, Crystalline, 
Solution: 0.5 Gm. per 1l-ce. Tubex; 1 Gm. per 2-ce. 
Tubex. 


STREPTOMYCIN SULFATE, Solution: 1 Gm. per 2-ce. 
Tubex. 


Miscellaneous 
ALLERGENS (Diagnostic and Treatment). 


EPINEPHRINE HYDROCHLORIDE, Injection (U.S.P.): 
1:1000 solution per l-cc. Tubex. 


TETANUS ANTITOXIN, Refined and Concentrated 
(Equine Origin): 1500 units per l-ec. Tubex. 


TRISTERONE*, Injection (Progesterone, Testos- 
terone, and Estrone): 25 mg. of microcrystalline 
progesterone, 25 mg. of microcrystalline free testos- 
terone, and 6 mg. (60,000 1.U.) of microcrystalline 
estrone per l-cc. Tubex. 


*Trademark 


| IUBEA 
ection 
of cl dications 


Don't Waste Your Nurses! 


Time-motion study’ 


proves TUBEX saves 39% 


of nursing injection time! 


Does the conventional injection method 
waste nurses’ time? Time-motion analysis 
says, Yes! Studies' of morphine injection ina 
366-bed hospital show that the TUBEX 
closed-system technique cuts 1 minute 58 
seconds—a saving of 39% —from the average 
time required by nurses in their injection 
duties. With a workload in this hospital of 
6720 morphine injections in 1956, conversion 
to TUBEX for these injections alone would 
have saved more than 220 nursing hours, or 
27% 8-hour nursing shifts, more than 


enough to provide another nursing shift 
every other week. 


‘What Does This Mean to You? As a hospital 


administrator, you are concerned with nurs- 
ing efficiency. TUBEX disposable units— 
available in a wide range of medications— 
cut nursing time significantly. Apply the 
savings in nursing hours to other vitally 
needed nursing services! Test all the values of 
TUBEX in your own hospital! Mail the 
coupon today! 


1. Hunter, J.A., et al.: Hospital Management 83:86 (March) 
1957. 


WYETH LABORATORIES 
P.O. BOX 8299 
Philadelphia 1, Pa. 


Please send me further information on TUBEX closed-system 
Injection and on a test program for my institution. 


Nome _Administrator 
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involved in the purchase and oper- 
ation of a hospital do-it-yourself 
printing press, will immediately 
cause any cost conscious hospital 
administration to carefully con- 
sider these items not immediately 
discernible from an equipment 
manufacturer’s survey: 

1. Hospital procedures require 
so many forms for so many differ- 
ent operations that the variety of 
weights, grades, and colors of 
paper would make it virtually im- 
possible to stock the required raw 
stock. The capital necessary and 


the space required for storage 
would normally be prohibitive. 
2. Even the most simple offset 
printing presses now available on 
the market absolutely cannot con- 
sistently be operated with any de- 
gree of satisfaction by just anyone 
in the office. Don’t be fooled by 
the picture of an office girl run- 
ning a press in the first place, she 
wouldn’t have the job, it’s too 
dirty! In some areas, there might 
be qualified pressmen available 
who will operate such equipment 
on a part-time basis. In most com- 


These Hospitals 


All Use 
SURE POWE 


Generator Sets 
for Protection 


All of the hospitals at the Medi- 
cal Center in Columbus, Ohio, use 
Allis-Chalmers engine generator 
sets to “bridge” external power 
failures and electrical service in- 
terruptions — instantly, depend- 
ably. 

Experience with their unfailing 
performance prompted the hos- 
pital directors to install additional 
Allis-Chalmers units as facilities 
were expanded. 


All Fuels, Many Models— 
Allis-Chalmers engines operate 
on fuels available locally ~— gas- 
oline, LP or natural gas, or diesel 
fuel. Generator capacities are from 
5 to 300 kw, DC or AC current, 
single or three-phase, 50 or 60 
cycles, and a range of voltages. 


A Single Source means un- 
divided responsibility for the 
entire set. Allis-Chalmers engi- 
neering, precision manufacturing 
and careful matching of electrical 
equipment and engines assure 
reliability—simplify maintenance. 


Consult your Allis-Chalmers en- 
gine dealer... whether you are 
protecting existing facilities or 
expanding. He will make sound 


STATE. UNIVERSI 
“HOSPITAL 


Four 125-kw Allis-Chalmers Model 6DCSG-1879 
engine generator sets provide standby power 
at the Ohio State University Medical Center. 
Another larger unit is being added to protect 
new facilities. 


recommendations based on expe- 
rience. Write for illustrated 
booklet. 


ALLIS-CHALMERS, ENGINE - MATERIAL HANDLING DIVISION, MILWAUKEE 1, WISCONSIN 


BG-22 
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ALLIS-CHALMERS 


munities, they just aren’t attain- 
able. 

3. An offset press is a piece of 
production machinery — not a 
mimeograph machine. It requires 
expert maintenance and it de- 
preciates rapidly. Used equipment 
is practically nonexistent and fac- 
tory rebuilt equipment is scarce— 
and not always satisfactory. New 
equipment costs plenty! Adminis- 
trators can figure on spending 
*$3500 just for the “plain vanilla’”’ 
model of the most popular offset 
press. Numbering heads, perfora- 
tors, slitters, punches, etc., come 
extra, and high. A press is no good 
without an ink supply, a paper 
cutter, a padding device, a paper 
dolly, wrapping table, gummed 
tape dispensers, and perhaps a 
small table style folder. So the 
initial investment, not counting 
paper inventory, could run to 
$5000; even these are only the 
bare essentials. 

4. The key to printing costs are 
the words other fixed costs” 
that were not included in the 46 
cents per 1000 cost mentioned in 
the “do-it-yourself” article. A 
hospital ean no more exclude the 
cost of capital investments in 
figuring printing costs than it can 
eliminate the kitchen equipment in 
figuring food costs, or the labora- 
tory equipment in figuring lab 
costs. It is doubtful that the hos- 
pital can entirely eliminate the 
four cost items mentioned. For 
instance: 

A) Selling expense. Granted, the 
hospital has none; unless some- 
body has to spend time selling 
every department on the use of 
the equipment. And that may not 
be easy, if it means the redesign 
of a form to fit the press. 

B) Administration. Someone is 
checking paper prices, purchasing 
paper and ink, hiring new opera- 
tors, figuring a payroll, keeping a 
stock record, maintaining a _ stock 
inventory and exercising super- 
vision over the printing operation. 

C) Factory overhead. Print shop 
costs are allocated some place and 
the maintenance department or 
housekeeping department won't 
agree to getting stuck with it. A 
print shop takes room. Space is 
required for the press, for paper 
storage, for forms storage, for 
auxiliary equipment, for wrap- 
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You GET CLEANER FLOORS 
with a longer lasting gloss at 
lower maintenance cost when you 
use Brillo Solid Disc Steel Wool 
Flpor Pads. 


Solid Disc Gives Greater Coverage! 
With a Brillo Floor Pad the entire 
surface of the pad works for you 
—cleans a// the floor it covers... 
saves time. Cleans and buffs at 
one time... saves labor. You get 
cleaner floors with less swirl 
marks. 


Lasting sparkle for your floors! 
Brillo Floor Pads speed the wax- 
ing process—bring out floor 
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beauty quickly—because cross- 
stranded Brillo metal fibers give 
gentle abrasive action in every 
direction. A daily once-over with 
a dry Brillo Floor Pad easily re- 
moves dirt, grime, scuff marks— 
makes original waxing last much 
longer—avoids wax build-up— 
eliminates frequent stripping and 
re-waxing. 

Efficient . . . easy to use! Simply 
place pad under brush of rotary 
floor machine. Operate as usual. 
Brillo Floor Pad stays in place 
... does not buckle . . . machine 
does not bounce. Sizes for every 
machine. All grades for every job. 


SOLID DISC STEEL WOOL 


_BRILLO MANUFACTURING COMPANY, INC. + 60 John Street, Brooklyn I, N. 


You clean any type flooring 
faster ~hetter—more economically 


Brillo Floor Pads give extra- 
long service. After using, 


verse and use again 


Brillo Pads clean and polish 
Hardwood, Linoleum, Asphalt and 
Rubber Tile, Terrazzo, Composition 


Available from your dealer in 
all grades and all sizes from 8” 
to 22” diameter 


«To remove ingrained dirt, 
paint, varnish with liquid re- 
mover—Grade No. 3 


e To remove old wax, excess 
seal—to prepare floors for wax- 
ing—Grade No. 2 

e To apply and burnish wax or 
seal on floor surface—Grade 
No. 1 

e For daily removal of dirt, ex- 


cess wax, and to buff high polish 
—Grade No. 0 


simply shake out the pad, re- 


Ny 
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ping and packing, for storage of 
inks and flammable liquids, such 
as cleaning fluids. Power is re- 
quired. And it is assumed the print 
shop would bear its proportionate 
share of debt expense, hospital 
maintenance expense, etc. 

D) Profit. Well, I don’t know of 
many hospitals which wouldn’t be 
glad to operate one department at 
a profit. Actually, it wouldn’t take 
much to equal the average in the 
printing industry. Nevertheless, 
the commercial printer is entitled 
to a profit and no one will be buy- 


ing from one for long if his price 
doesn’t include some profit. 

5. Regardless of whether paper 
or meta! plates are used, your 
“original” copy must be provided 
for use in making plates. If all 
forms are of special design, type 
must be set and the forms made 
up in type. Type composition is a 
major factor in short runs. On a 
form with heavy tabular matter, 
such as is often found in hospital 
records, composition costs are 
quite significant unless as many as 
5000 of the forms are printed. If 


per glass 


than any other juice! 


INSTANT-MADE 


concentrated TOMATO JUICE 


/ Only the finest California 
tomatoes are selected 
INSTANT-MADE the tes! 


Stores in % th space needed by ordinary . 


canned tomato juice ...Savé@ Valuab space | 


- More than a juice. INSTANT-MADE is 
perfect for aspic, sauces, soup. ..US@ Many ways 


If your broker or jobber does not 
yet handle INSTANT-MADE, 
mail coupon below and our 


Name. 


Reconstitutes 4 from 1. 
No defrosting. Does not separate. _. 
Add 3 parts water, stir...SaV@ aS } 0 


serve 


\ 


City Zone... 


Winner of two gold medals State 


at the California State Fair 


THORNTON CANNING CO., THORNTON, CALIFORNIA, DEPT. ¢ 


forms are reproduced from other 
sources, it is possible to photo- 
graph the forms and make plates 
without the expense of type com- 
position. Even this process pre- 
sents problems. It requires good 
“copy” with sharp impressions and 
good contrast between ink and 
paper to attain satisfactory photo- 
reproduction. Improper or inade- 
quate copy increases plate-mak- 
ing time and trade platemakers 
value their time highly in terms 
of hourly charges. 

6. With $5000 invested in print- 
ing equipment, even the larger 
hospitals would find it difficult to 
maintain 25-35 per cent produc- 
tivity. It would probably require 
only one or two days a week of 
production on an offset press in 
the average size hospital to pro- 
duce those forms that can be pro- 
duced on the press. It is not 
economical to utilize a large 
capital investment on a part-time 
basis. Commercial shops strive for 
a two-shift operation on _ such 
equipment, thus squeezing in 70-85 
productive hours a- week. In es- 
sence, it would probably cost you 
more per hour while your press 
is standing idle than it costs the 
commercial printer to run his for 
an hour. 

7. One final observation. Hospi- 
tals are in the front of the trend 
in more efficient administration of 
paper work. Hospital administra- 
tors have rapidly come to realize 
the importance of “systemized”’ 
paper flow through properly de- 
signed and manufactured hospital 
forms. 

The increased use of carbon in- 
terleaved forms has advanced form 
design from the “ordinary” to the 
“extraordinary.” Snap-out admis- 
sion forms, snap-out purchase 
orders, carbon stripped. payroll 
checks, carbon tipped, fold-over 
statements, snap-out gum stripped 
laboratory report forms, and hun- 
dreds of other special forms are in 
common use in even the smallest 
hospitals and clinics. 

Such a wide variety of forms 
requires a wide variety of equip- 
ment to permit their manufacture 
and sale at every decreasing 
prices. Decreasing, because volume 
is up and better machines are 
available to produce them at a 
lower cost. So, a hospital could 

(Continued on page 140) 
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BARDIC* 


disposable 


plastic products 
in modern polyvinyl 


1708 Stomach Tube (Levin type) 50° long. 1720 Oxygen Catheter — Tinted green, 
Tube marked at 18, 22, 26 and 30 inches from 16” length, 10 and 14 French. 
distal end. 12 and 16 French 


E X T E N H | TA L AV N G a// Connectors are designed to fit standard accessory equipment 


Appreciable convenience and cost savings in 
the patient’s medical and surgical care are 
realized with Bardic disposable products. In 
permitting discard after one use, these dis- 
posable sets eliminate the nuisance of re- 
processing, more than pay for themselves in 
important time and labor savings. 


Therapeutically, ‘“‘Bardic’’ sets are sound, 
chemically inert, non-reactive to body chemi- 


1741 Enema or Harris Flush Tube. 24 Fr 1750 Extension Tube. 20 length, sterile and 
cals. In fact. their formulation of clear, 60° length. 1740 Rectal Tube, same as 1741 non-pyrogenic. Nylon adapters connect any 
. except 20° length two preces of equipment with luer-slip or luer- 

smooth plastic has been found to favor the lok fittings 


psychological well-being of the patient. Of 
special note—their use removes danger of 


cross-infection. -clear ‘smooth safe 


Cc. R. BARD, INC. SUMMIT, N. J. 
"convenient and expendable 


Order from your Hospital [ Surgical Dealer 


BARDIC® 
— the new word in 
disposable products 


Fr, 42” length 
1725 Oxygen Connecting Tube 60” length 1727 Oxygen Cannula. Tinted green. Lightweight 1730 Feeding Tube. * g 

tinted green. Flexible connectors at both ends. majieabte earpieces insure patient comfort marked 10, 20 30 inches from distal end ‘oe d companion line, 
1765 Connecting Tube with female adapters 1731 infant, 8 Fr. 15” and Premature 

clear plastic, 18” length infant, 5 Fre. 15”, sterile, non-pyrogenic 

1766 same as 1765, except 60” length 1733 Premature infant, 5 Fr. 36", sterile, in fine quality 


non- pyrogenic 


and performance, 
to world-famous 


BARDEX® 
Foley Catheters 


$82 


1757 Urinary Drainage tube with bottle con- 1756 Urinary Drainage Tube. 9/32 \umen, 1760 Suction — Whistle ~~ 
nector. 9/32 lumen, 60° length. Sterile, non- 60” length. Sterile, non-pyrogenic. Tapered molded eye. Ridged nylon connector, 
pyrogenic. 1794 same as 1757 except 3/16 adapter connects to indwelling catheter. 1755 long; 10, 14 and 18 French. 


lumen same, except3/16 lumen 
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“lt seems that one would use the image-amplifying fluoroscope 
about 27 years before receiving as much exposure as would the 
radiologist using the conventional fluoroscope for only one year.”’ 


These words, written by a radiologist, are typical of 
some professional views on radiation . . . are important 
to us as producers of image intensifiers. 

Radiation is a subject of growing concern, more dis- 
cussed than understood, particularly in some lay circles. 
As a manufacturer, we are understandably interested . . . 
because of the moral responsibility we feel as designers 
of radiation source equipment . . . because public fears 
and misconceptions about radiation are detrimental to 
the work of the medical profession and to owners and 
users of our equipment. 


Who Is Endangered? 


It has been recognized that most of the fears are un- 
warranted and will eventually be overcome. through edu- 
cation. There need be no harmful effects to any patient 
undergoing routine examinations if correctly calibrated 
equipment is used by properly qualified persons. The 
primary danger that exists is one personal to the operator, 
and that can be avoided through the use of up-to-date 
X-ray equipment, and by observing standard protec- 
tion procedures. 


Protection Has Been Stressed 


The medical profession and manufacturers have long 
strived for reduction in radiation. The Genetics Panel 
of a committee of the National Academy of Sciences 
has recommended that “‘medical authorities of this coun- 
try should initiate a vigorous movement to reduce the 
radiation exposure from X-rays to the lowest limit con- 
sistent with medical necessity.” At Geneva in April, 
1956, the International Commission on Radiological Pro- 
tection reached decisions resulting in a general lowering 
of the maximum permissible dose for occupational radia- 
tion exposures, as well as for exposures of the population 
as a whole. 

In 1941, a well-known radiologist described the serious 
limitations of fluoroscopy and expressed his hope that 
modern electronics might be successful in greatly in- 


tensifying the dim fluoroscopic image. Of course, his’ 


suggestions involved improved diagnosis as well as radia- 
tion reduction. After intensive research and employing 
data received prior to World War II, a Westinghouse 
research team headed by Dr. John W. Coltman announced 
success in the use of electronic techniques for obtaining 
a greatly intensified image. 


Normal-Size Image Intensified 200 Times or More 
The original Coltman tube produced a brightness in- 
crease of approximately 20 times. Since then, it has been 
greatly improved in design and efficiency. 


Even within the past few months, there has been 
marked improvement in contrast and resolution power. 
The present Fluorex* electronic-optical system produces 
image intensification of at least 200 times, with normal- 
size image, binocular vision and superior resolution 
power (45 to 50 pairs of lines per inch on test screening). 

During the 15 years Westinghouse research men have 
been working on the Fluorex, innumerable optical systems 
have been tried and discarded after discussions with 
radiologists proved that only a true binocular system 
would be acceptable. 


95.5% Less Radiation 
What has the Fluorex accomplished in radiation reduc- 
tion? Recently, a radiologist, after measurement of re- 
duction in radiation through the use of a Fluorex image 
intensifier, published the following table. 


Scatter Scatter Exp. to 
Exposure | at Side at Front Radiol. | 1 Year 
to Male | of Table Table in 1 Hr. | 200 Hrs. 
Genitals Table Vertical Contin. | Fluoro. 
Horiz. Fluoro. 
Factors | 85mr/hr | 800mr/hr | 300mr/hri 550mr 
(Conventional) 
Factors 10mr/hr | 40mr/hr | 6mr/hr 23mr 4.68 
(Fluorex) 


Fluoroscopic examinations of healthy babies and young 
children during routine checkups have been criticized. It 
has been stated that a gastrointestinal series involving 
fluoroscopy can result in as much as 65r to abdomen 
and pelvis. Even the conservative estimate of 7 to 10r/m 
to patient from conventional fluoroscopy far exceeds 
the 114 to 2r/m put out to the patient by the Fluorex 
image intensifier. It is, of course, also comforting to the 
patient to know of this low radiation from Fluorex. 


Need for Dark Adapting Eliminated 


Another important benefit offered by Fluorex, in addition 
to reduction of radiation, is the easier diagnosis possible 
with cone vision, because there is no necessity for dark- 
ening the room. A normally lighted room has also been 
found to improve patient cooperation. 


Fluorex Fills a Need 


Of course, image intensification is not the final answer, 
but Fluorex does fill an immediate need where conven- 
tional fluoroscopy is in frequent use. Radiation reduc- 
tion and increased protection over conventional flu- 
oroscopy are extremely significant. J-08364 
*Trade-Mark 


WESTINGHOUSE ELECTRIC CORPORATION 
X-Ray Department 
2519 Wilkens Avenue «+ Baltimore 3, Maryland 


you can 6e SURE.. ws Westinghouse 
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REPORT FROM WASHINGTON— More than $2.5 billion has been appropri- 
ated by the House of Representatives for operations of the Department 
of Health, Education, and Welfare during the coming year. Of this sum, 
$121.2 million was allocated for the Hill-Burton hospital construction 


program. Details p. 125. 

@A bill introduced by Sen. J. 
W. Fulbright (D-Ark.) to pro- 
vide $2 billion in loan funds for 
construction of public hospitals, 
rehabilitation and health centers, 
and other needed public works 
was amended in committee. 

The amendment, introduced by 
Sen. Frederick Paine (R-Maine), 
sought to cut the sum to $1 bil- 
lion; the amendment was accepted 
by a vote of 8 to 7. A second 
Payne amendment, adopted by a 
vote of 9 to 6, raised the interest 
rate in the antirecession measure 
from the 3 per cent originally pro- 
posed to 3.5 per cent. Details p. 125. 

® Also under discussion in Con- 
gress and the Department of 
Health, Education, and Welfare is 
how best to utilize Hill-Burton 
hospital construction funds for 
renovation and repair of existing 
hospitals. Details p. 125. 

@ Assistant Surgeon General 
John W. Cronin died of a heart 
attack on March 27 at the age of 
52. At his death Dr. Cronin was 
also chief of the Bureau of Medical 
Services. Details p. 124. 

@ Rep. Eugene McCarthy (D- 
Minn.) has introduced a bill which 
would increase the portion of 
federal grants available for health 
care of four categories of public 
assistance recipients. The bill has 
been endorsed and supported by 
the American Hospital Associa- 
tion. 

The proposed measure would 
amend the public assistance titles 
of the social security act so that 
the federal government would be 
able to make assistance grants on 
the basis of $12 for every $12 in 
state expenditures for vendor pay- 
ments for health care of the aged, 
the blind, the permanently and 
totally disabled. Presently the 
basis is $6 in federal funds for 
each $6 in state matching funds. 

In the program for aid to de- 
pendent children the federal gov- 
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ernment maximum would go up 
to $6 per month per child from $3 
and to $12 from $6 per adult care- 
taker. 

Details of other new proposed 
legislation appear on p. 127. 


> REGIONAL MEETINGS, NATIONAL 
HEALTH FORUM HELD-——The effect of 
urban population spread on hos- 
pital care was closely examined at 
the National Health Forum held in 
Philadelphia March 18-20. Details 
p. 129. 

@ At the New England Hospital 
Assembly in Boston, March 24-26, 
a case history was presented show- 
ing how a hospital with less than 
200 beds was able to offer intri- 
cate cardiac diagnostic and surgi- 
cal services. Details p. 129. 

Speaking before the New Eng- 
land meeting, Dr. Warren F. Dra- 
per, executive medical officer of 
the United Mine Workers of 
America Welfare and Retirement 
Fund, said that the fund set up its 
own controls over the quality of 
care because of the failure of or- 
ganized medicine to do so. 

In a reply following the conven- 
tion, Dr. F. J. L. Blasingame, gen- 
eral manager of the American 
Medical Association, said the fund 
has established ‘‘a controlled and 
highly paternalistic medical care 
program for miners and their 
families in which the personal 
choice has been abrogated.” 

He also stated that Dr. Draper 
“willfully disregarded the con- 
structive efforts and the: positive 
accomplishments which have been 
achieved through the medical pro- 
fession in providing medical care 


Worth Quoting 


of the highest quality to miners 
and their families and the in- 
numerable meetings, conferences, 
and other activities specifically de- 
signed to insure the kind of medi- 
cal care Dr. Draper envisages for 
the beneficiaries of the fund.” 

@ Conventioners at the 1958 
Mid-West Hospital Association 
meeting, Kansas City, Mo., March 
24-26, were urged by Chaplain 
Donald C. Houts to pay more at- 
tention to the opinions of patients 
in their hospitals. Details p. 131. 


> GENERAL PRACTITIONERS WANT JCAH 
REPRESENTATION—-The Congress of 
Delegates of the American Acade- 
my of General Practice has voted 
to seek representation on the Joint 
Commission on Accreditation of 


Hospitals. 
The vote took place at the 
AAGP annual meeting, Dallas, 


Tex., March 22-25. 

The delegates also voted that 
there be further study of a recom- 
mendation that a two-year gen- 
eral practice residency replace the 
one-year internship following 
medical school graduation. 

Opposition to the Forand bill 
was voted. 


> JOINT COUNCIL STUDIES HEALTH CARE 
OF AGED—Four national organiza- 
tions prominent in the health field 
have formed the Joint Council to 
Improve the Health Care of the 
Aged. 

Founders of the council are 
the American Hospital Associa- 
tion, American Medical Associa- 
tion, American Dental Association, 
and the American Nursing Home 
Association. Each sponsoring or- 
ganization has three representa- 
tives on the council. 

Objectives of the council are to: 

@lIdentify and analyze the 
health needs of the aged. 


. » « Disaster drills are the difference between disaster plans and 
disaster preparedness in the individual hospital . . ."—-John Hatfield I, 
assistant administrator of Burlington County Hospital, Mt. Holly, N.J. 
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@ Appraise available health re- 
sources for the aged. 

@ Develop programs to foster 
the best possible health care for 
the aged regardless of their eco- 
nomic status. 


. ARMY HOSPITAL WINS SAFETY AWARD 
—Tripler Army Hospital, Moanula 
Gardens, Honolulu, Hawaii, has 
been named grand award winner 
in the 1957 Hospital Safety Con- 
test cosponsored by the American 
Hospital Association and the Na- 
tional Safety Council. 


Other 1957 Hospital Safety Con- 
test winners will be announced in 
the May 1 issue of HOSPITALS, 
JOURNAL OF THE AMERICAN HOSPI- 
TAL ASSOCIATION. 


> MICHIGAN AMENDMENT AFFECTS 
TRUSTEE-MEDICAL STAFF RELATIONS 
Michigan’s legislature amended a 
state law in March so that trustees 
of county hospitals have authority 
to make regulations concerning 
medical staff privileges. 

The amendment to the Michigan 
County Hospital Public Act of 


NEW 


For certain types of illnesses, daily body 
weights provide valuable information 
concerning the patient's state of hydra- 
tion. But weighing presents a problem 
because the patient cannot get out of 
bed and stand on an ordinary platform 
scale. That's why this Model 1198 
Weighing Stretcher was developed and 
it answers the problem perfectly and 
accurately. 


The stretcher itself is the same as the 
standard J & J Model 1171 tubular 
stretcher; the same height, length and 
width, and mounted on four dual con- 
trol casters which securely lock the 
stretcher against any side movement 
while the patient is being weighed. 


ALE STRETCHER 


for weight measurement 
in hydration cases 


MODEL 
1198 


SCALE 
STRETCHER 


Capacity 300 pounds * 
Sturdily constructed 
of carbon steel 
with baked-on 
grey enamel finish 
Scale beam, poise and 
weights are brass, 
nickle or chrome plated. 


Nationally Distributed 
Through Quality Dealers 


The scale, mounted to the under-chassis 


by a carefully engineered frame,? is 


calibrated to assure highest possible 
commercial accuracy. Important ts the 


fact that the patient can be weighed 
accurately without carefully positioning 
him on the exact center of the litter. 


Weights can be measured either in 
pounds (in two ounce graduations) to 
a total of 300 pounds,* or in kilos (in 
50 gram graduations) to a total capacity 
of 150 kilograms. In operation, the 
lower weighing bar balances the tarc 
(stretcher pad plus any draw sheet o1 
blanket) before the patient is trans- 
ferred from the bed to the litter top 
Thus, daily changes in body weight can 
be determined accurately. 


*400 |b. capacity also available ar slight 
additional cost 


arvis, inc. 


PALMER, MASSACHUSETTS 


In Ceneda: Jarvis & Jarvis of Canada, 1744 William St., Montrea!, Quebec 


1913 gives trustees of Michigan 
county hospitals the “right to 
make such rules, regulations and 
policies, with the advice of the 
medical staff, governing the opera- 
tion of the hospital and the pro- 
fessional work, surgical privi- 
leges, conduct and maintenance of 
proper medical records of and by 
the physicians and surgeons using 
said hospital’s facilities.” 

It further states that “the board 
of trustees of the hospital may 
deny hospital privileges and facili- 
ties to any physician or surgeon 
who violates any of the provisions 
of this act or any rules, regula- 
tions or policies adopted under the 
provisions of this act.”’ 

The original act enabled a 
county to operate and maintain a 
hospital. The act was interpreted 
by the Michigan Supreme Court 
as giving trustees almost no au- 
thority to make rules affecting a 
hospital’s medical staff. 


6 WORKERS STRIKE SEATTLE HOSPITAL IN 
RECOGNITION DISPUTE—Approxi- 
mately 125 workers at Swedish 
Hospital, Seattle, went on strike 
March 20 in order to gain bar- 
gaining-right recognition. 

The strikers are employed at 
the hospital as nonprofessional 
housekeeping, dietetic, and nurs- 
ing workers. 

Steam was cut off from the hos- 
pital’s laundry and an attempt had 
been made to prevent garbage col- 
lection. However, most functions 
of Swedish Hospital, the largest 
nonprofit hospital in the city, re- 
mained normal, John Bigelow, 
executive secretary of the Wash- 
ington State Hospital Association, 
reported. Occupancy remained at 
90-95 per cent after the strike 
had been declared. 

The strike followed four months 
of negotiations between union and 
hospital officials. The union 
claimed membership of 125 of the 
hospital’s 200 nonprofessional 
housekeeping employees and de- 
manded recognition. 

Seattle’s Hospital Council stated 
that the issue is industry-wide and 
that it must follow its policy of 
refusing to recognize the union 
until it can prove that it represents 
a majority of nonprofessional em- 
ployees in all of the hospitals in 
the council. 
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world’s most advanced hospital furniture 


WOODRIDGE... by 


Designed to make patient rooms cheerful, restful, relaxing ... 
Wooprivnce, by Royal combines the warmth of wood with 
sturdy steel inner construction for beauty, efheieney and dura- 
bility. Attractive Finnish Birch or American Walnut plywood 


panels and virtually indestructible Royaloid tops are individ. 


Write for information and literature to: 


ROYAL METAL MANUFACTURING COMPANY 
One Park Avenue, New York 16, Dept. 7-D 


ually replaceable for simplified maintenance. Drawers have 
nvlon runners and glides, all-metal interiors .. . never warp or 
stick. Responsive Royal Hi-Lo Bed raises from 18" to 27° in 
seconds. Elevates at either end or both, Trendelenburg position 


in 10 seconds, Fowler position in 25 seconds. 


See Woodridge ...by Royal at: 
Carolinas-Virginia Hospital Conference 

April 24-25 e Boot 
Hotel Roanoke, Roanoke, Va. 
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Texas Hospital Association 
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WHEN YOU 
STANDARDIZE 
ON THE 


STAFF CHIEFS 


base decisions on exact blood- 
pressure readings. 


DOCTORS and 
NURSES 


measure bloodpressure quickly 
and accurately—every where in 


the hospital. 


MAINTENANCE MEN 


find repairs minimized; re- 
placement of parts simplified. 


THE ADMINISTRATOR 


saves both time and money 
for the hospital. 


BLOODPRESSURE STANDARD 
THE WORLD OVER 


IT PAYS TO STANDARDIZE ON 
THE BAUMANOMETER®* 


W.A. BAUM CO., Inc. | 


COPIAGUE, L. N.Y. 


Since 1916 Originator and Maker of 
Bloodpressure Apparatus Exclusively | 
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Your surveyor asked questions con- 
cerning the calibration and testing of 
certain specialized equipment in the 
laboratory and radiology departments. 
I never heard of such. What did he 
mean and what should we do? 


Machines are not always perfect 
and can make errors just the same 
as human beings. In the clinical 
laboratory, experts should rou- 
tinely check colorimeters and 
photometers against established 
standards. In the radiology depart- 
ment there should be_ routine 
checking of machine output and at 
least semiannual checks for leak- 
age or scattered radiation. 


What does the Commission expect in 
a postanesthesia follow-up? We have a 
stamp on each anesthetic sheet which 
is apparently not enough. Please ex- 


plain, 


The postanesthetic follow-up 
note on the chart can be written 
any time from 3 to 24 hours after 
the operation. The _ report, of 
course, should note any abnormali- 
ties or complications that occurred 
postoperatively. If none were pres- 
ent, positive statements of fact 
should be made, such as “there is 
no cyanosis’, “the swallowing re- 
flex has returned”, “the patient 
clear mentally”, “‘no apparent com- 
plications”. 

A rubber stamp with three or 
four items is strongly frowned 
upon by surveyors. One hospital 
recently noted had three listings 
which could be checked in a “‘yes”’ 
or “no” column, namely, cyanosis, 
nausea and mentally clear. The 
cyanosis was checked “no’’, and 
the other two, “yes”. 

Perusal of the chart showed the 
patient had been nauseated and 
had vomited and aspirated food. 
A bronchoscopy had to be per- 
formed to remove the aspirated 
food and the patient was in a very 
serious condition for approxi- 


@ postanesthesia follow-up 


@ fire safety measures 


mately 48 hours. A positive check 
in the “nausea” column meant 
practically nothing; in fact, it was 
misleading. Make your statements 
meaningful. 


Fire and explosion hazards are heav- 
ily stressed by the Joint Commission. 
We have the proper extinguishers and 
hoses and well located fire alarm 
boxes. What else is expected? 


What you have mentioned is ex- 
cellent but not enough. First comes 
the human element. Are your hos- 
pital personnel fire and _ safety 
conscious? Do they know what to 
do, and when and how to do it if 
fire strikes? Or would they do as 
one surveyor was told when he 
asked a hospital employee, “How 
would you use a CO, extinguisher 
in your department in case of 
fire?”’ Her answer was, “I would- 
n't: I'd yell and run.” 

Here are a few questions that 
the administrator might ask him- 
self as he makes the rounds of the 
hospital: 

How often are trash barrels and 
boxes emptied? 

Are “No Smoking” signs. mean- 
ingful? 

Is the elevator pit clean? 

When were the ventilation ducts 
cleaned? Are they full of inflam- 
mable dust hangings? 

Are the kitchen range screens 
and ducts coated with thick grease? 

Are fire doors propped open with 
wooden wedges and, therefore, 
useless? 

Are taped extension cords used 
in the building? 

Are fireproof drapes 
danger areas? 


used in 


This material has been prepared by the Joint 
Commission on Accreditation of Hospitals, Dr. 
Kenneth B. Babcock, director. Questions should 
be sent to the Commission, 660 N. Rush St., 
Chicago 11, Ill., or to HOSPITALS, J.A.H.A., 
for referral to Dr. Babcock and his stoff. 
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FACTORY GUARANTEED 


KNOW your operating room floors are RIGHT . . . the 
finished installation is tested and guaranteed 

BY THE FACTORY to meet all National Fire Protection 
Association and National Bureau of Fire 
Underwriters requirements for 5 full years! 


FACTORY CONTROLLED 


Every tile is individually tested for conductivity at 
the factory . . . installed ONLY under the 
supervision of factory-trained personnel. 


NO DISRUPTIONS 


CONDUCTILE can be installed without interfering 
with your surgical schedule . . . overnight, in 
most cases ... with minimum muss and fuss. 


CONDUCTILE 


H48 


PLEASE SEND FULL STORY NOW! 


pide only We would like ful details on CONDUCTILE conductive vinyl 
V INYL PIAS IcS's INC flooring for our operating rooms and adjacent areas. 


NAME... 


HOSPITAL. 
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senvice from headquarters 


AHA field representatives 


We read in the Feb. 16, 1957, issue 
of your Journal, of the establishment 
of an AHA system of field repre- 
sentatives who would give advice and 
assistance to hospitals on an invita- 
tional basis. Is any further informa- 
tion available? 


The American Hospital Asso- 
ciation received a grant of $825,- 
000 in the fall of 1957 from the 
Ford Foundation to inaugurate 
the Hospital Counseling Service. 
We were able to inaugurate this 
project at the first of this year at 
which time staff was selected to 
begin work. 

The purpose of the Counseling 
Service is to evaluate adequacy 
and efficiency of administrative 
practices in hospitals. Each sur- 
vey will be done on invitation of 


the hospital, and in addition to 
the over-all administrative sur- 
vey, with the assistance of staff 
specialists of the American Hos- 
pital Association, will consider 
problem areas in the requesting 
institutions. 

The counseling staff is pres- 
ently concerned with the formu- 
lation of methodology of ap- 
proach and developing material 
for the program, It is not antici- 
pated that additional field staff to 
conduct these surveys will be ap- 
pointed until the latter part of 
the year. When our ideas and pro- 
gram have been formulated, pro- 
motional material will be pre- 
pared.—MApDISON B. Brown, M.D. 


Notifying the funeral home 


We have a public relations problem 
involving the notification of funeral 


Basically, our question is: who 
should notify the funeral director; 
the nurse or members of the deceased 
person’s family? 

It would appear that it would be 
easier on the family for the nurse, or 
a hospital representative, to call the 
funeral home of the family’s choice 
and thus relieve them of this ordeal. 
However, we are being criticized for 
this service by funeral directors who 
feel the hospital is showing favorit- 
ism. Is there any precedent in this 
regard? 


This is a problem which varies 
from community to community. I 
do not believe that there is any 
one precedent concerning the 
proper procedure in such a situ- 
ation. 

Certainly it is easier on the 
family for some hospital repre- 
sentative to call the funeral home. 


The enewers to these questions should net be con- directors following the death of a pa- The family should be _ asked 
cont in dhe whether they wish the call to be 
THIS IS THE WAY YOU'RE SO RIGHT. HANDLING ENEMA REQUISITIONS 
| LIKE T PREPARE THE TRAVAD iS A CINCH NOW. TRAVAD sure | — 
AN ENEMA. JUST DISPOSABLE ENEMA | EASES THE WORK LOAD FOR US, [OT © 
CALL CENTRAL iS A BOON TO. ~ 
SUPPLY AND ASK | | BUSY HOSPITALS. 
| FOR TRAVAD. ... AND (TS 
EQUIVALENT TO 


Morton Grove, lilinois 
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made for them. If the family does 
prefer that the hospital make the 
call, they should then be asked 
which funeral director they pre- 
fer. The hospital should make no 
Suggestions beyond supplying the 
names of all the funeral directors 
in the town. 

Better public relations may re- 
sult if you discuss this problem 
with the funeral directors, point- 
ing out this procedure and assur- 
ing them that you are making no 
recommendation concerning which 
funeral director the family selects. 
If the funeral directors can be 
made to understand that the hos- 
pital’s only concern is making 
things easier for the family they 
should not object. 

—JANE A, FARRANT 


Patients’ temporary release 


Is there any standard practice re- 
garding handling of temporary re- 
lease of hospital patients to their 
homes? 


The handling of temporary re- 
lease of patients to their homes 
varies considerably. It would be 


best for your hospital to draw up 
its own policy to fit the particular 
circumstances. 

A number of hospitals have 
adopted a system of temporary 
release of patients without con- 
sidering these as a discharge. 
These hospitals are usually long- 
term rather than general hospi- 
tals. Such a practice seems rea- 
sonable where the stay of the 
patient is long in relation to the 
amount of time spent on such 
leaves; where a place’is definitely 
reserved in the hospital for that 
patient’s return, and his personal 
belongings are left at the bedside 
until his return. 

Statistically speaking, such 
leaves are not strictly hospital 
care. However, where the total 
stay is long, the time on leave 
relatively short, and especially 
when instruction is given to the 
patient so that care can be con- 
tinued at intervals in the home 
setting, it seems reasonable to 
count the stay as running from 
initial admission to time of dis- 
charge. Dependent upon what the 
statistics will be used for, the in- 


clusion of leave time could be 
misleading.—JACK OWEN 


Hospital Literature Index 


Is there any guide to hospital litera- 
ture available from the American 
Hospital Association? 


The Hospital Literature Indez, 
compiled by the Library of the 
American Hospital Association, is 
the most comprehensive guide to 
hospital literature published. Be- 
ginning with the July-December, 
1957, issue the Index was ex- 
panded to include important 
books, proceedings and reports. 
This change in coverage is re- 
flected in the change of the In- 
dex’s name, which formerly was 
Hospital Periodical Literature In- 
dex. 

The subscription rate for the 
Index is $5 a year; this rate en- 
titles the subscriber to both semi- 
annual numbers. The Index 
cumulates every five years. The 
1950-54 Cumulative Index of Hos- 
pital Literature is still available 
from AHA headquarters at $6. 

—HELEN YAST 
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NO PREPARATION, NO FUSS 
AND MORE IMPORTANT... .. 


.. .THEY APPRECIATE THE REAL MEASURE 
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TENSO-Pii’ 


the vital threads of surgery 


Ohio Chemical first offered its sutures to the 
surgical field over a quarter century ago. 
Continued research and development since 
that time (1930) plus proved performance 
in service, have resulted in a solid reputation 
for the entire line of Ohio Chemical suture 
materials. 


Today the name TENSO-Pii® is the Ohio 
Chemical guarantee of the finest in surgical 
gut. TENSO-Pli sutures have high tensile 
strength, exceeding U.S.P. requirements by 
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of the hospital team 


50% or more. They are the only surgical 
sutures with individually formulated solu- 
tions for each size, assuring maximum plia- 
bility, resistance to fraying and controlled 
absorption. 


Ohio offers a comprehensive selection of 
other suture materials as well. These include 
cotton, silk, nylon and stainless steel wire 
sutures. 


Vastly improved methods for packaging 
sutures have also been developed by Ohio 
Chemical. The Dispenso-reel, for example, 
provides a new ease in handling sutures dur- 
ing surgery. It saves time, eliminates all 
kinking and tangling and provides a rapid 
and neat dispensing action. 


Ohio’s new sterile plastic packet for suture 
materials does away with the danger and 
mess of broken glass in the operating room. 
It meets exacting specifications of absolute 
sterility and safety. 


Twenty-seven Ohio Chemical Branches offer 
a nationwide service .. . from the manufac- 
turer directly to the user with savings in suture 
costs passed on to the hospital. 


May we outline how your hospital can reduce 
suture costs — without loss of quality. Please 
write Dept. H-4 for more details. 


PRODUCTS 


MEDICAL GASES * THERAPY OXYGEN 
CENTRAL PIPELINE SYSTEMS 
ANESTHESIA AND ANALGESIA APPARATUS 


OXYGEN THERAPY AND RESUSCITATION EQUIPMENT 
STERIL-BRITE FURNITURE © SURGICAL SUTURES AND NEEDLES 


STILLE SURGICAL INSTRUMENTS 


OTHER 


SUTURE MATERIALS 


SILK AND COTTON 
DRY-PACK SUTURES 
Ohio silk and cotton sterile dry-pack sutures 
are size-colored for quick identification in the 
operating room. Size 4/0 is pink, size 3 0 
is blue and size 00 is white. Pre-cut 18", 24” 


and 30° strands are available. 


BRAIDED SILK AND TWISTED 

COTTON SUTURES 

Ohio braided silk and twisted cotton unster- 
ilized sutures are available in a wide variety 
of sizes and lengths. These include 18° and 
24° lengths, 25- and 100-yard spools. Size 
colors aid identification. Size 4/0 is pink, 3/0 


is blue, and size 00 is white. 


The cotton is of strong, long staple Egyptian. 
fibers, smooth, uniform in diameter. 


NEW CATALOG AVAILABLE 
Indexed both by type of suture moa- 


terial and surgical use, this catalog 
contains full information on Ohio 
Chemical’s entire line of sutures and 
needles. For your copy, please write 
Dept. H-4 requesting Form 4708. 


‘Service is Ohio Chemical’s Most Important Commodity” 


<> 
Okio Chemical 


OHIO CHEMICAL & SURGICAL EQUIPMENT CO. 


MADISON 10, WISCONSIN 


At the frontiers of progress you'!! find Am Ait Reduction Ohio: Medical Gases and hospital equipment 
chemicals Perece: Carbon.dioxide, tiquid, solid (Dry-ice’’) + National Carbide: Pipeli.e acetylene and calcium carbide « Cotten 
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Ohio Chemical Canada Limited, Toronto 2 
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When surgery, fever and other debilitating conditions increase the patient’s requirements 


for B complex plus C, Berocca-C provides a balanced comprehensive formula in a stable 


injectable foom READY FOR IMMEDIATE USE. 


Berocca-C is time saving, for 1T MAY BE ADDED TO INFUSION 


FLUIDS, or given by intramuscular or slow intravenous injection; it comes in labor- 


saving “color-break” ampuls; and IT (IS ECONOMICAL. 


Supplied: Berocca-C, 2-cc ampuls, 20-ce vials. 
Berocca-C 500, duplex ampul packages, boxes of 50. 


Each 2-cc ampul of Berocca-C contains thiamine HCl 10 mg, riboflavin 10 mg, niacinamide 80 mg, 
pyridoxine HC] 20 mg, d-panthenol 20 mg, d-biotin 0.2 mg and ascorbic acid 100 mg. When higher 
amounts of vitamin C are desired, use the Berocca-C 500 duplex package containing a 2-cc ampul of | 


Berocca-C plus an additional 2-cc ampul of vitamin C injectable 400 mg. 


ROCHE LABORATORIES 


DIVISION OF HOFFMANN-LA ROCHE INC + NUTLEY 10 ¢ N. J. 
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editorial notes 


—the administrative reviews 


Each year this Journal presents 
specially prepared summaries of 
hospital literature published dur- 
ing the preceding year. These Ad- 
ministrative Reviews are published 
to help the hospital administrator 
keep abreast of developments in the 
numerous hospital-related fields 
with which he must be acquainted. 
The reference list appearing after 
each review acts as a guide in 
further investigation of these de- 
velopments. 

The reviews are written by 
specialists in each field after study 
and evaluation of the literature. 
Last year, such evaluations were 
prepared for 15 fields relating to 
hospital administration ranging 
from accounting and financial 
management to safety. 

In this issue the coverage has 
been even more extensive: Articles 
ordinarily appearing on the pages 
following have been set aside to 
accommodate reviews of literature 
in 24 fields. Several of these re- 
views have been preparets for the 
first time this year. yeas topics 
of growing importance in this new 
group are chronic illness, hospital 
planning, indigent care, and meth- 
ods improvement. 

Following each review is a list 
of books and periodicals cited. In 
recognition of the fact that hospital 
field suppliers also make worth- 
while contributions to hospital 
literature, a carefully selected list 
of references available from com- 
mercial sources appears in the 
“Product Literature” section on 
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page 109. To obtain any of the 
pamphlets or booklets in _ this 
group of literature, the reader need 
only circle the appropriate num- 
bers on the prepared postal card 
that appears on page 145 and drop 
it in the mail. 

Over-all aim in preparing the 
reviews for publication was to 
make them compact and uniform, 
and to present them in a manner 
that would make best use of an 
administrator’s limited - reading 
time. We hope that some measure 
of success has been achieved. 


— matching funds, 1751 style 


The year was 1751. The place, 
Philadelphia. The problem, a 
familiar one: lack of funds to 
finance a new hospital. For Dr. 
Thomas A. Bond, a Philadelphia 
physician, the need for the hospital 
was as dramatic as it was demon- 
strable. Although there were alms- 
houses and similar institutions, 
there was not a hospital in the 
colony, indeed in all 13 colonies, 
at the time. 

But Dr. Bond found the idea 
of a hospital difficult to sell. The 
concept was new in America. Its 
novelty discouraged contributions. 
Meeting with little success, Dr. 
Bond turned for help to the city’s 
most resourceful citizen: Benja- 
min Franklin. 

Mr. Franklin considered the 
project. Convinced of its worth, he 
set about devising methods of 
raising the money. By writing 
articles on the project for the 
newspapers and _ subscribing to 


the project himself, he was able 
to stimulate donations. But he 
soon realized that voluntary con- 
tributions would fall short of pro- 
viding the necessary funds. What 
was needed was financial help 
from the Pennsylvanian Assembly. 
He therefore developed a program 
to obtain it. 

His approach, which he de- 
scribed in autobiography, 
presents what is undoubtedly the 
first use in this country of match- 
ing funds to build a_ hospital. 
Wrote Mr. Franklin: 

“The country members [of the 
Assembly] did not at first relish 
the project; they objected that it 
could only be serviceable to the 
city, and therefore the citizens 
alone should be at the expense of 
it; and they doubted whether the 
citizens themselves generally ap- 
prov'd of it. My allegation on the 
contrary, that it met with such 
approbation as to leave no doubt 
of our being able to raise two 
thousand pounds by voluntary 
donations, they considered as a 
most extravagant supposition, and 
utterly impossible. 

“On this I form’d my plan; and, 
asking leave to bring in a bill for 
incorporating the contributors ac- 
cording to the prayer of their peti- 
tion, and granting them a blank 
sum of money, which leave was 
obtained chiefly on the considera- 
tion that the House could throw 
the bill out if they did not like it, 
I drew it so as to make the im- 
portant clause a conditional one, 
viz., ‘And be it enacted, by the 
authority aforesaid, that when the 
said contributors shall have met 
and chosen their managers and 
treasurer, and shall have raised 
by their contributions a capital 
stock of value (the yearly in- 
terest of which is to be applied to 
the accommodating of the sick poor 
in the said hospital, free of charge 
for diet, attendance, advice, and 
medicines), and shall make the 
same appear to the satisfaction of 
the speaker of the Assembly for 


(Continued on page 141) 
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24 SUMMARIES 
OF THE 1957 LITERATURE 
-IN 24 AREAS 


AFFECTING HOSPITALS 


HEALTH field workers are 

frequent visitors to the 

Library of the American Hospital 
Association Asa S. Bacon Memorial 
to review the literature 

available in the field 

of hospital administration. 


For the hospital administrator, there is always too 
much to read and too little time to read it. 

This issue is designed to help the busy administra- 
tor and department head catch up with the flow of 
hospital literature that daily reaches his desk. It con- 
tains summaries of developments in 24 specific hos- 
pital areas in 1957, These summaries, known as ad- 
ministrative reviews, are an annual feature of this 
Journal. 

Each administrative review is divided into three 
sections: introduction, current practices and refer- 
ences. The introduction, in most instances, is very 
brief and features the basic facts and principles 
which serve as a background for the remainder of 
the discussion. 

The second part of each review, “Current Prac- 
tices’’, lists the major developments and activities that 
were reported in the literature for 1957 in the specific 
area reviewed. Outstanding actions and events in the 
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field not reported in the literature are also included 
in this section of the review. 

The third section of each review is a list of peri- 
odical and book references. In most instances, these 
references are keyed into the introduction and cur- 
rent practices section of the review by use of superior 
numbers ('). These -references not only give the 
source for the statement made, but also give the 
reader the exact reference that he may consult for 
a complete discussion of the subject or development 
noted. 

Each book reference cites, in order: the author, 
title, city, publisher and date of publication. Each 
periodical reference lists the author, title of article, 
name of journal, volume number, initial page and 
date of publication. Abbreviations used for the names 
of the periodicals conform to the style used in the 
Hospital Literature Index, published semi-annually 
by the American Hospital Association. 
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INTRODUCTION 


FOR health has 
always been great; as the 
years pass it becomes greater. 
Not only must the best possible 
care be provided, but it must be 
provided at a price people can 
afford.' Hospital economists say 
we can expect the cost of hospi- 
tal care to increase approximately 
6 per cent each year for the next 
four years.” 
CURRENT PRACTICES 

Administrators Need Good Accounting 
—The hospital administrator must 
consider adequate sérvice and 
reasonable costs. Since it has been 
shown that the cost of hospital 
care varies in direct relationship 
to the number of ancillary serv- 
ices provided, costs that may seem 
reasonable in one area may seem 
unreasonable in others. The ad- 
ministrator must make certain 
that his rate structure is fair to 
all patients.* 

It is important that trustees 
and managers guard the financial 
structure of the institution as if 
it were their own. Charges for 
patient service should be high 
enough to assure efficient opera- 


Robert H. Reeves is accounting consult- 
ant and Albert G. Proseus, cost account- 
ent. Rochester (N.Y.) Regional Hospital 
Council. Frederick C. Morgan is control- 
ler of Genesee Hospital, Rochester, N.Y. 
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tion, but not higher ‘than neces- 
sary to achieve that end.‘ 

The chief function of the con- 
troller, as part of the control team 
(trustees, administrator, phy- 
sicians, department heads), is to 
present information so that it can 
be readily assimilated. The in- 
formation should provide the im- 
portant factors without obscuring 
them in a mass of detail.5 

Uniform accounting and statis- 
tics improve comparisons needed 
by administrators and provide 
many management benefits not 
otherwise available.® 

Insurance coverage needed dur- 
ing hospital construction requires 
careful consideration of types and 
extent that owner and contractor 
should have for adequate protec- 
tion.’ 

A budget has been described as 
a vote of authority given by the 
hospital’s board of trustees to its 
administrator. Within this au- 
thority he should be free to ad- 
minister the hospital with all the 
sound judgment and ability he 
possesses. There should be no 
need to return to the hospital’s 
board for more authority unless 
circumstances develop which re- 
quire an alteration in the plan or 
budget.® 

Controlling costs through use of 
budgets illustrates the need for 


accounting and 
financial management 


¢ Developing a fair rate 
structure 


e Accounting as a cost 
control tool 


e Establishing credit policies 


by ROBERT H. REEVES, ALBERT G. PROSEUS, 
and FREDERICK C. MORGAN 


participation by all hospital per- 
sonnel and of supplying depart- 
ment heads with information to 
assist in better control of costs.% 

Using the budget as a target 
rather than straight-jacket 
makes it a useful instrument. How 
a budget should be prepared and 
then put to work as a continuing 
administrative tool is within the 
understanding of every hospital 
administrator. 

Controlling Costs—Hospital costs 
are influenced by definite prime 
forces. Administration must un- 
derstand and use the controls 
which are or should be available.5 

Accounting of any sort must 
pay for itself in control over as- 
sets and in information for man- 
agement. The decision as _ to 
whether certain controls should 
be installed, therefore, should rest 
on a forecast of the benefits to be 
derived rather than the cost of 
installation and operation of its 
control. 

Without the exact knowledge 
of the financial condition and 
operation of his institution that 
only an accountant can give, the 
administrator is working in the 
dark and is all too likely to fall 
on his 

Although it is unlikely that ma- 
chines will replace nurses, there 
is evidence that worker produc- 
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tivity can be improved, A Public 
Health Service study indicates 
that graduate nurses may be 
spending as much as 37 per cent 
of their working time getting 
ready to serve patients—that is, 
gathering supplies. Obviously a 
nurse who spent less time gather- 
ing supplies could spend more 
time with patients and serve more 
patients, thus increasing her pro- 
ductivity.13 

A simple but effective method 
has been described for taking the 
mystery out of developing job 
descriptions, evaluating duties 
performed, and placing “price 
tags” on jobs. This method, called 
job evaluation, can be used as an 
accurate measurement of jobs in 
the hospital. This measurement 
helps administration to maintain 
the necessary balance in wages 
between what people do and the 
worth of their doing.!4 

Cost Analysis—Various events of 
the past 10 years have increased 
the dependence of voluntary gen- 
eral hospitals upon tax-supported 
agencies for their financial sup- 
port. Payment for services ren- 
dered to public assistance or wel- 
fare clients is having the greatest 
impact on voluntary general hos- 
pital rate structures. Hospitals 
need to present, preferably on a 
state-wide basis, a common front 
which will inspire the respect not 
only of government officials, but 
of the general public. It is at this 
point that uniform accounting and 
reporting, uniform charging pat- 
terns, and standard billing pro- 
cedures play important roles. Hos- 
pitals need to agree on the most 
suitable method of government 
reimbursement for patient care. 
There are quite a number of pat- 
terns to select from, but to be 
satisfactory for the long run, the 
pattern should include a provision 
for annual readjustment.!5 

Credits and Collections—One author 
has suggested that the best time 
to collect for a hospital service is 
at the moment the service is ren- 
dered or immediately thereafter 
when the patient is most grateful. 
If it is impossible to collect im- 
mediately, at least the patient 
should receive the bill before 
leaving the hospital, so that while 
still remembering the service ren- 
dered, he can mail the amount 
due as soon as he arrives home.!6 


30 


The use of preadmitting forms, 
properly designed and used, has 
been shown to facilitate the ad- 
mission of. patients and result in 
better satisfaction for all parties 
concerned.!7 Uniform billing pro- 
cedures have been shown to result 
in savings in man-hours of prepa- 
ration, uniform statistics, better 
uniformity in compensation cases, 
and better over-all public rela- 
tions.!® Control of late charges by 
use of a dial televoice system has 
been described.!9 

Bank financing of patients’ ac- 
counts was tried in one hospital. 
The first year of the bank finance 
system, accounts receivable were 
reduced to 8 per cent of total 
charges made during the year. 
After a year and a half of opera- 
tion with the bank finance sys- 
tem, accounts receivable were re- 
duced to less than one-half of one 
per cent of all charges made to 
patients during the year.” 

Blue Cross—For administrators 
and trustees who have given only 
partial support to their local Blue 
Cross, it is later than they think, 
one article has asserted. The ever 
growing national sympathy for 
the plight of the aged—those who 
have left their employment. and 
are therefore no longer insured— 
is a powerful force that will not, 
and should not, be abated.?! 

It has been said that there is 
little doubt that without Blue 
Cross or a similar organization, 
today’s hospital could no more 
exist on a voluntary basis than 
the heavy consumer goods indus- 
tries could exist without install- 
ment buying. It is important, 
therefore, that hospitals and Blue 
Cross continue to face up to their 
problems on a day-to-day basis.?2 

Public Relations and Accounting— 
Newspapers, magazines and other 
publications continue to be criti- 
cal of the high cost of hospital 
care, It is entirely reasonable that 
the public ask questions. In the 
final analysis, it is the public that 
pays the entire cost, whether 
through insurance contributions, 
direct payment for services ren- 
dered, public subsidies, commu- 
nity funds or direct gifts.?! 

The following techniques have 
been suggested as’ ways to increase 
and stabilize hospital income: En- 
courage widespread Blue Cross, 
Blue Shield and other insurance 


protection against the cost of hos- 
pitalized illness; promote legisla- 
tion to achieve governmental pay- 
ment of full costs for hospital and 
medical services to public assist- 
ance beneficiaries; maintain con- 
tinuous educational activities to 
inform the “well” public of the 
value of good professional service 
in-a modern hospital.*9 

Efficient Accounting— Hospitals have 
already indirectly paid a huge 
price for underpaid accounting 
help and inadequate half donated 
audits.*4 On the controller or chief 
accounting officer rests the re- 
sponsibility for establishing in- 
ternal accounting controls. He 
must see that they continue to 
function.5 | 

Experience has led to the be- 
lief that the degree of control 
exercised over the accounts re- 
ceivable is an excellent indication 
of the general quality of the work 
performed by the bookkeeping 
department.” 

Mechanization of accounting, it 
has been said, is the only answer 
to increased efficiency. It is even 
more important to a small hospi- 
tal than to a large hospital. Only 
by this means can the small hospi- 
tal administrator get the figures 
he needs in time to do something 
about them.26 Work simplification 
means finding a better and easier 
way of doing work. One should 
keep in mind the essential points 
in seeking this goal.?? 
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INTRODUCTION American Hospital 
Association 
FENHE JOINT COMMISSION on Ac- 
American Medical 
I. creditation of Hospitals is an | 
nd at Association 
independent, voluntary, nonprofi 
P ted te Canadian Medical 
corporation devoted to improving 
P P 6 Association 


the quality of care rendered to pa- 


ANNUAL ADMINISTRATIVE REVIEWS 


accreditation 


¢ 1671 hospitals surveyed 
in 1957 


¢ Commission to survey 


psychiatric hospitals 


Canadian Medical 


Association resigns 
from JCAH 


by KENNETH B. BABCOCK, M.D. 


from the time of application. Sur- 


7 veys are carried out by physicians 
who are on the staff of the com- 
6 mission, the American College of 
Surgeons, the American Hospital 
l Association or the Canadian Medi- 


cal Association. Three basic docu- 


tients in hospitals. Its method of 
achieving this goal is to establish 
minimum standards of quality of 
patient care and then invite all 
hospitals to meet or surpass those 
standards by improving their 
services and facilities. 

The Joint Commission, repre- 
senting five nonprofit organiza- 
tions, has a board composed of 
20 commissioners. These organi- 
zations, and the number of com- 
missioners representing each, are 
as follows: 

American College 


of Physicians 3 
American College 
of Surgeons 3 


Kenneth B. Babcock, M.D., is director of 
the Joint Commission on Accreditation of 
Hospitals, Chicago. 
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One commissioner representing 
the American Hospital Association 
is chosen from its Canadian hos- 
pital membership. 

The Joint Commission, incorpo- 
rated under Illinois laws with 
headquarters in Chicago, is 
financed by annual grants from 
the member organizations, in pro- 
portion to their representation. 

Any hospital that is listed by 
the American Hospital Associa- 
tion, has 25 or more beds, and has 
been in operation for at least one 
year is eligible for survey. Re- 
quests for survey should be made 
to the Director, Joint Commission 
on Accreditation of Hospitals, 660 
N. Rush St., Chicago 11, Il. 

An effort is made to survey each 
hospital within 6 to 12 months 


ments concerning § accreditation 
are published by and may be pur- 
chased from the Joint Commis- 
sion, 

All standards for accreditation 
are based on principles which 
time and experience have shown 
to be the best assurance of proper 
care of the hospital patient. The 
field representative reports his 
findings and recommendations to 
the director of the Joint Commis- 
sion, who in turn reports to the 
Board of Commissioners. The 
board then votes to grant the 
hospital accreditation for three 
years, one year or no accredita- 
tion. A list of accredited hospitals 
is published annually by the com- 
mission. Hospitals accredited for 
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initiative and to allow for a maxi- 
; mum of freedom in the implemen- \ ae aseinit 
tation of the standards. Any change 
in the standards which the Board 
| of Commissioners makes is pre- 
dicated on its effectiveness to safe- | 
guard the patient and improve the \ 
quality of medical care in hos- 
pitals. \ B= 


three years are given recognition 
in the form of a certificate. 


CURRENT PRACTICES 


T THE CLOSE of 1957, approxi- 


5. De Lisle, M. M. Hospital libraries and 
accreditation. Hosp. Prog. 38:396 Feb. 
1957 (Dir). 

6. Gaver, J. R. Is your hospital sick? Pag- 
eant 12:44 Jan. 1957. 

7. Medical records essential. Mod. Hosp. 
88:47 March 1957. 

8. Bates, L. E. Recommendations of the 
Joint Commission on Accreditation of 


14. Babcock, K. B. Accreditation problems. 


HOSPITALS, J.A.H.A. 31:28 July 16, 1957: 
57; 34 


Nov. 16, 1957; 22 ‘Dec. 16, 1957. 

15. He judges your work—accreditation of 
Allegheny Hospital, Tarentum, Pa. 
ieeware story) ed. Econ, 34:150 Nov 


16. Cook, H. F. Hidden 


mately 3,857 hospitals were Hospitals regarding hospital pharmacy. tion. Hosprrats, J.A.H.A. 31:3 quly 
Bull. Am. S. Hosp. Pharms. 41:301 May 1957. Condensed in io: uly 
accredited. During the year the 1957. 1957. 
9. Report of activities of the Joint Com- 17. Babcock, B. Hospital ogg ey 


number of surveys conducted was 
as follows: 


mission on Accreditation of Hospitals— 
1956. J.A.M.A. 164:295 May 18, 1957, 
10. Babcock, K. B. Revision of standards 


K. 
Ohio S.M.J. 53:928 Aug. 1957; 1039 Se 
1957; 1174 Oct. 1957: 1307 Nov. 1957; 1 “4 
Dec. 1957. 


; for hospital accreditation. Hosp. Mgt. 18. Inspection policies changed for certain 
United States 1521 83:60 June 1957. hospitals. Ment. 8:31 Oct. 
Canada 150 11. Selection of physicians, hospital or- 19. Babcock, K. edical records. 

ganization are basis of accreditation J.Am.A.M. Rec. Fiean 28:152 Aug. 1957. 
Other rules. J.Ky.S.M.A. 55:171 Feb. 1957. 20. Dionysia, Sister M. Preparing for ac- 
12. Standards for hospital accreditation. creditation inspection. Tex. Hosps. 13:15 
sa 13 Miervey. DH. AMA. and its d 21. Report of Joint C i t 
; urra and its stand on eport o oin ommission's activi- 
TOTAL Bs 1671 4 ties: Accredited hospitals, Dec. 31, 1956. 


During 1957, in keeping with 
the policy of the commission, the 
standards for hospital accredita- 
tion were under continued study 
and evaluation. The Board of 
Commissioners thinks this activity 
is of major importance in order to 
insure a dynamic progressive pro- 
gram established within a frame- 
work of solid basic principles with 
sufficient flexibility to encourage 


The agreement has been diis- 
continued which the commission 
had with the American Psychia- 
tric Association whereby the Cen- 
tral Inspection Board of the 
American Psychiatric Association 
would survey psychiatric hospi- 


psychiatric hospitals, except those 
which have a contract with the 
American Psychiatric Association. 

In 1957 the Canadian Medical 
Association resigned its member- 
ship on the Joint Commission, ef- 
fective Dec. 31, 1958. The com- 
mission regrets to lose this very 
valuable member which has con- 
tributed so much to the program 
of accreditation. 
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e Discontinue temporary 
accreditation for professional schools of nursing 


y tals, and accreditation would be 
ae granted by the commission and 
<a the American Psychiatric Associa- i 
7 tion. Beginning in 1958, the staff / 
a of the commission will survey | 


e Propose increase in entrance requirements 


for medical technologists 


by JOHN HINMAN, M.D. 


INTRODUCTION 


APPROVAL and recognition 
i programs that are discussed 
in this review are limited to 


John Hinman, M.D. is assistant secretary 
of the Council on Medical Education and 
Hospitals, American Medical Association, 

Chicago. 


United States programs listed an- 
nually in the Guide Issue of. HOs- 
PITALS, J.A.H.A., Aug. 1, Part II. 
These programs were selected as 
representative of those that are of 
particular interest to the hospital 
field. 

The accreditation program of 


HOSPITALS, J.A.H.A. 


i 
}} 
- 
j 
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the Joint Commission on Accredi- 
tation of Hospitals is not included, 
for a thorough presentation on the 
program appears on page 31 of 
this issue. 

Basic Principles——One _—iprinciple, 
basic to ali voluntary approval 
programs, is that the sponsoring 
organizations have established 
their programs to assist institu- 
tions that request mutual 
sultation in developing a broader 
scope of educational activity. An- 
other principle, equally basic to 
all, is that the criteria for train- 
ing are presented as guides and 
are revised only after, and on the 
continuing re-evalua- 
tions by persons actively teaching 
and practicing in the field. And, 
perhaps, the most important prin- 
ciple, which pertains to all, is 
that the value of the criteria for 
training is measured by the ex- 
tent to which an approval pro- 
gram supports and stimulates in- 
dividuals who have the initiative, 
continuing interest and _ ability 
thereby developing progressively 
sounder educational experiences 
for them.. 


con- 


basis of, 


CURRENT PRACTICES 


B ECAUSE IT is difficult to keep 
the various approving groups 
and their published policies and 
procedures clearly delineated; the 
following summaries are intended 
to. provide reference data on the 
group which is concerned with a 
given approval program. 

Cancer Programs. Approval agency: 
American College of Surgeons, 
Department of Professional Serv- 
ices and Accreditation, 40 E. Erie 
St., Chicago 11, Ill. 

Since 1930, the American Col- 
lege of Surgeons has carried out 
a program of approval for cancer 
programs. Each year in its Sept.- 
Oct, Bulletin, the college lists can- 
cer programs in the United States, 
its territories, Canada and Cuba. 
In 1957 there were 714 approved 
cancer programs.'@ Listed and 
defined are three categories of 
cancer programs: (1) cancer hos- 
pitals, (2) cancer consultation and 
treatment services, and (3) can- 
cer consultation service and, in 
addition, cancer 
three categories are required to 
have an operating cancer registry 
before a survey and evaluation 
for approval can be made. 


registries. All 
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Approval agency: 
American Dietetic Association, 
Dietetic Internship Liaison Di- 
rector, 620 N. Michigan Ave., 
Chicago 11, Ill. 

Three categories of dietetic in- 
ternships are approved and listed 
by the executive board of the 
American Dietetic Association: 
administrative internships, food 
clinic internships and_ hospital 
internships.“ As of October 1957, 
64 approved internships 
listed. There were 56 hospital in- 
ternships; 7 administrative in- 
ternships sponsored by colleges, 
universities or business, and 1 
specialized clinic internship. Mini- 
mum standards for each type of 
program and a curriculum guide 
are available from the dietetic as- 
sociation.4 

Hospital 


Dietetics. 


were 


Administration. 
University 


Agency: 
Association of Pro- 
grams in Hospital Administration, 
Secretary-Treasurer, 339 E. Chi- 
cago Ave., Chicago 11, Ill. 

An institution of higher learn- 
ing, accredited by its regional ac- 
crediting agency, may apply for 
membership in this association so 
that only through its membership 
requirements does the association 
function as an approval or ac- 
crediting agency. There were 14 
member programs in January 
1958. 

Hospital Listing. Approval agency: 
Hospital Association, 
Hospital Information Bureau, 18 
E. Division St., Chicago 10, IIL. 

In 1920, the Council on Medical 
Education and Hospitals of the 
American Medical Association 
began its annual census of hospi- 
tals. Institutions accepted for 
subsequent in- 


American 


registration and 
clusion in the annual published 
list were known as “registered” 


hospitals. The AMA registration 


program and the criteria, upon 
which publications were based, 
were discontinued in 1954. In 


February 1955, the AMA discon- 
tinued its annual accumulation of 
statistical data on hospitals. 

In May 1955 the Board of Trus- 
tees of the American Hospital As- 
sociation adopted “Requirements 
for Accepting Hospitals for List- 
ing’. The list of acceptable hos- 
pitals is published annually, to- 
gether collection of 
hospital Listing un- 
der this voluntary program is one 


with a 
statistics.® 


of the prerequisites for survey for 
accreditation by the Joint Com- 
mission on Accreditation of Hos- 


pitals, for payment by certain 
third-party agencies and for cer- 
tain grants-in-aid. 

Librarianship. Approval agency: 
American Library Association, 
Committee on Accreditation, 50 E. 
Huron St., Chicago 11, Ill. 

Special courses in hospital and 
medical library services are of- 
fered by library schools in uni- 
versities and colleges which are 
accredited by this association.’ 
The evaluation program was ini- 


tiated in 1953. There were 
eight special courses listed in 
1957.8 


Medical Record Library Science. Ap- 
proval agency: Council on Medi- 
cal Education and Hospitals, 
American Medical Association, 
535 N. Dearborn St., Chicago 10, 
Ill. 

The council has worked closely 
with the American Association of 
Medical Record Librarians since 
1942 in the development of cri- 
teria for, and evaluation of, cer- 
tificate and degree educational! 
programs for medical record l- 
brarians and hospital certificate 
programs for medical record tech- 
nicians.?!8 There are currently 30 
approved schools for medical rec- 
ord librarians and 10 for medical 
record technicians. Listings of ap- 
proved hospitals—and universities 
and colleges participating with 
hospitals in educational programs 

are available each fall from the 
council. Curricular revisions are 
currently under consideration and 
gradually implemented 
studies are completed 


will be 
after the 
during the next 
Hospitals offering 
medical record librarians are en- 
couraged to affiliate with univer- 
sities and colleges. 

Medical 
agency: Council on Medical Edu- 
cation and Hospitals, American 
Medical Association, 535 N. Dear- 
born St., Chicago 10, Ill. 

As of Nov. 16, 1957, there were 
656 council-approved schools for 
medical technologists. The coun- 
cil cooperates closely with the 
Board of Schools of Medical Tech- 
nology and Board of Registry of 
Medical Technologists of the 
American Society of Clinical Pa- 
thologists in this program.'! Con- 


several 
programs for 


vears. 


Technology. Approval 
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sideration is currently being given 
to an increase in the entrance re- 
quirements. The change, which 
would become effective Jan. 1, 
1962), would require students to 
h ng rather than two years 
of_\jcollege in order to broaden 
their“science background. Formal 


affiliation by hospitals with re- 


gionally accredited universities 
and colleges is encouraged since 
affiliation assists in the develop- 
ment of well organized training 
programs in which the final hos- 
pital phase is of at least 12 
months’ duration. 

Medicine. Approval agency: Coun- 
cil on Medical Education and. Hos- 
pitals, American Medical Asso- 
ciation, 535 N. Dearborn St., 
Chicago 10, Ill. 

Medical Schools. Four-year 
medical schools and two-year 
schools of basic medical science 
are evaluated and jointly ap- 
proved by the Council on Medical 
Education and Hospitals of the 
American Medical Association 
and the executive council, Asso- 
ciation of American Medical Col- 
leges.!2:13 As of Nov. 16, 1957, 
there were 78 approved four-year 
medical schools; 4, two-year 
schools of basic medical science, 
and 4, new, four-year medical 
schools in various stages of de- 
velopment in the United States. 

Internships. Rotating, straight, 
and mixed internships are evalu- 
ated and approved by the Intern- 
ship Review Committee. The com- 
mittee includes_ representatives 
from the American Hospital As- 
sociation, the Association of 
American Medical Colleges, the 
Federation of State Medical 
Boards of the United States, the 
American Academy of General 
Practice and the Council on Medi- 
cal Education and Hospitals of the 
American Medical Association.!4 
Approved internships are listed 
each fall in the Journal of the 
American Medical Association. 
In October 1957, there were 1101 
approved intern programs.!’ 

Residencies. There are cur- 
rently 17 residency review and 
conference committees. These 
committees function as joint liai- 
son groups of the Council on 
Medical Education and Hospitals 
with various specialty boards and, 
in certain instances, with the 
American College of Physicians, 
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the American College of Sur- 
geons, and the American 
Academy of General Practice, in 
the evaluation and approval of 
programs in_ graduate medical 
education.'5.16 In addition, resi- 
dencies in three specialties and 
four subspecialties are approved 
by the council, in concurrence 
with the board concerned. As of 
Oct. 5, 1957, there were 5134 sepa- 
rate programs approved in 29 
fields.17 Independent approvals in 
the categories of contagious dis- 
ease and malignant disease are 
no longer given. 


Nurse Anesthetists. Approval 
agency: American Association of 
Nurse Anesthetists, Prudential 


Plaza, Chicago 1, Ill. 

An accreditation program of 
hospital schools for nurse anesthe- 
tists was inaugurated by this as- 
sociation in 1952. As of December 
1957, there were 118 approved 
schools, Lists of approved schools 
are published twice yearly and 
booklets on accreditation criteria 
are available from the associa- 
tion, 18,19 

Nursing, Practical. Approval 
agencies: Respective state or ter- 
ritorial accrediting agencies and 
National Association for Practical 
Nurse Education, 654 Madison 
Ave., New York 21, N.Y. 

The voluntary accrediting serv- 
ice of the association was estab- 
lished in 1945 to give recognition 
to schools in hospitals and in pub- 
lic school systems in states that 
did not have licensing laws for 
practical nurses. The service has 
been extended to include any 
state accredited school that re- 
quests it. Listings and policies for 
accreditation are available upon 
request from the NAPNE.2° 

Nursing, Professional. Approval 
agencies: Respective state or ter- 
ritorial approving agencies and 
National League for Nursing, 2 
Park Ave., New York 16, N.Y. 

Requirements. of respective 
state and territorial approving 
agencies are available from the 
agencies upon request. 

There are several types of pro- 
grams that are eligible for ac- 
creditation under the program 


that became a part of the National 
League for Nursing in 1952. These 
programs include diploma, asso- 
ciate degree, and degree (basic) 
programs for 


students without 


prior preparation in professional 
nursing; programs for registered 
professional nurses in_ general 
nursing (leading to a baccalaure- 
ate degree); public health nursing 
(preparing for the beginning posi- 


tion), and nursing service and 
nursing education specialization 
leading to a graduate degree 


(master’s or doctoral) .?!.22 

Recent changes in the league 
program were not available at the 
time this material was prepared. 
A list of schools with full accredi- 
tation and those that are pro- 
visionally accredited was pub- 
lished in the February 1958 issue 
of Nursing Outlook. The league 
is preparing articles for publica- 
tion that will explain the bases 
for provisional accreditation and 
define provisional accreditation, 
not as a separate category of ac- 
creditation, but as a first step in 
the regular accreditation process. 

The major recent change has 
been the termination of “tempo- 
rary accreditation” status given 
to schools from 1952 to 1957. This 
change became effective Dec. 31, 
1957. 

Occupational Approval 
agency: Council on Medical Edu- 
cation and Hospitals, American 
Medical Association, 535 N. Dear- 
born St., Chicago 10, Ill. 

Through a cooperative liaison 
which the council began in 1933 
with the American Occupational 
Therapy Association, the council 
has developed criteria and pro- 
cedures for periodic evaluations 
and approval of certificate and 
degree educational programs in 
hospitals and universities for oc- 
cupational therapists.** 

The council is assisted in its 
evaluations by two advisory 
groups: the Council on Education 
of the American Occupational 
Therapy Association and the Ad- 
visory Committee on Occupational 
Therapy Education of the Coun- 
cil on Medical Education and Hos- 
pitals of the American Medical 
Association. The recently § ap- 
pointed advisory committee con- 
sists of nine. physicians nominated 
by national medical organizations, 
three occupational therapists 
nominated by the American Oc- 
cupational Therapy Association, 
and the education director of 
American Occupational Therapy 
Association, who serves as a con- 


Therapy. 
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sultant.*4 Basic curricular studies, 
which will extend over’a period of 
several years, recently have been 
initiated by the American Occu- 
pational Therapy Association to 
further broaden and advance edu- 
cational opportunities in this field. 
There are currently 30 approved 
schools for training of occupa- 
tional therapists. 

Pharmacy. Approval agency: The 
American Council on Pharma- 
ceutical Education, 77 W. Wash- 
ington St., Chicago 2, Ill. 

The American Council on Phar- 
maceutical Education was created 
in 1932 by the American Asso- 
ciation of Colleges of Pharmacy, 
the American Pharmaceutical As- 
sociation and the National Asso- 
ciation of Boards of Pharmacy, 
each of which appoints three 
representatives and a 10th mem- 
ber is appointed by the American 
Council on Education. Colleges of 
pharmacy, colleges, schools or 
divisions of pharmacy in a uni- 
versity, or other legally empow- 
ered educational institutions are 
eligible for accreditation.® An 
annual listing of accredited col- 
leges of pharmacy, which includes 
classifications and their defini- 
tions, is published by the council 
each July. There were 77 colleges 
of pharmacy listed in July 1957. 

Physical Therapy. Approval agency: 
Council on Medical Education and 
Hospitals, American Medical As- 
sociation, 535 N. Dearborn St., 
Chicago 10, Ill. 

Hospitals and universities 
which offer certificate and degree 
educational programs are evalu- 
ated for approval periodically on 
the basis of criteria developed by 
the council in cooperation with 
the American Physical Therapy 
Association. -Two advisory 
groups assist the council in its 
programs. The groups are the Ad- 
visory Committee to the Depart- 
ment of Professional Education of 
the American Physical Therapy 
Association and the. Advisory 
Committee on Physical Therapy 
Education of the AMA Council on 
Medical Education and Hospitals. 
The Advisory Committee on 
Physical Therapy Education was 
activated in 1956 and consists of 
nine physician members nomi- 
nated by national medical organi- 
zations and three physical thera- 
pists (two nominated by the 
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American Physical Therapy As- 
sociation and one nominated by 
the American Registry of Physical 
Therapists). The senior educa- 
tional consultant of the APTA al- 
so attends the committee’s meet- 
ings.*7 Procedures have recently 
been initiated to assure more 
active liaison and frequent visits 
to approved schools. There are 
currently 37 approved schools for 
training of physical therapists. 

Public Health, Approval agency: 
American Public Health Associa- 
tion, 1790 Broadway, New York 
19, N.Y. 

Institutions that are members 
of the Association of American 
Universities may apply for ac- 
creditation of educational pro- 
grams leading to the degree of 
master of public health and the 
degree of doctor of public health 
by the American Public Health 
Association.“ There were 10 in- 
stitutions in the United States and 
l in Puerto Rico accredited in 
1957.29 

Secial Work. Approval agency: 
Council on Social Work Educa- 
tion, Commission on Accredita- 
tion, 345 E. 46th St., New York 17. 
N.Y. 

Since 1952, the Commission on 
Accreditation of the Council on 
Social Work Education has evalu- 
ated graduate professional schools 
of social work and annually listed 
schools approved to offer special- 
ized programs in group work, 
medical social work, psychiatric 
social work and_ school social 
work.*® Approval of such special- 
ized programs will be discon- 
tinued in June 1959 under a new 
policy to accredit a school of so- 
cial work for its basic generic 
curriculum.*! As of January 1958, 
there were approved medical so- 
cial work programs in 30 schools 
and approved psychiatric social 
work programs in 46 schools. 

X-ray Technology. Approval agen- 
cy: Council on Medical Education 
and Hospitals, American Medical 
Association, 535 N. Dearborn St., 
Chicago 10, Ill. 

The council has been assisted 
through the years by the Ameri- 
can College of Radiology, the 
American Registry of X-ray 
Technicians, and the American 
Society of X-ray Technicians in 
revising criteria for training and 
evaluating hospital educational 


programs in x-ray technology.** 
As of Nov. 16, 1957, there were 
517 hospital schools approved for 
training. Training in radiation 
therapy to afford students at least 
one month’s practical experience, 
intramurally or through affilia- 
tion, is particularly encouraged. 
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INTRODUCTION 


HE NATIONAL recognition of 

the American Hospital Associ- 
ation—in giving council status to 
the former Committee on Hospital 
Auxiliaries—has given added im- 
petus to the auxiliary and volun- 
teer service program. It is being 
reflected from the “grass roots” 
to national level. 

The Council on Hospital Auxil- 
iaries has a responsibility to pro- 
mote and develop programs and 
goals to aid or complement the 
objectives of other councils and 
the over-all program of the AHA. 
It provides leadership, education 
and guidance for Type V mem- 
bers. 

Type V membership is offered 
by the AHA to “any hospital aux- 
iliary or other service group or- 
ganized in connection with a 
hospital which holds institutional 
membership.” There are more than 
1250 such groups having Type V 

Mrs. Chester A. Hoover is chairman, 


American Hospital Association Council on 
Hospital Auxiliaries. 
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membership, representing nearly 
two million women and men.!° 
Auxiliaries and organized volun- 
teer groups are playing an in- 
creasingly important role in hos- 
pitals throughout our nation and 
other countries.45.6 


CURRENT PRACTICES 


HE PRIMARY function of an 
are (1) public rela- 
(2) vyolunteer 
service,!.2,14 through 24 and (3) fund- 
raising.*5.26.27 Some auxiliaries 
serve in all three capacities; oth- 
ers in one or more. Inevitably 
every auxiliary serves in public 
relations, however. 

To strengthen the _ auxiliary 
program, many state hospital as- 
sociations have adopted the 
recommendation of the AHA?® by 
establishing a council on hospital 
auxiliaries within the structure of 
the association. The chairman of 
this council is named, and in turn, 
recognized by the AHA as the 
state auxiliary leader, This leader 
then becomes the strengthening 


auxiliaries and 
volunteer service 


¢ Council status strengthens 
auxiliary program 


¢ Junior groups stimulate 
interest in health careers 


e Institutes offer 
guidance and education 


by MRS. CHESTER A. HOOVER 


link between local, state and na- 
tional auxiliary programs. 
Supplementing Stoff—_In- 
service volunteer programs are 
being developed in many hos- 
pitals. Such a program is estab- 
lished by and with full approval 
of the hospital administrator... It is, 
in fact, another department of the 
hospital. It must be coordinated 
and directed??“°.31 by a well quali- 
fied person, whether paid or volun- 
teer. Volunteers must be properly 
screened, hospital oriented and 
trained.%2through37 Volunteers give 
the “plus services’ 2-14,16,19,22,23,24,38, 
40,4142 to patients, supplementing, 
but never supplanting paid staff 
personnel. The programs vary de- 
pending on type and size of hos- 
pital, as well as areas in which 
volunteers are permitted to serve. 
An interim report has ~ been 
prepared by a committee of the 
AHA Council on Auxiliaries as- 
signed to develop a program for 
directors of volunteer hospital 
service. The report has been ap- 
proved by the council and mailed 
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to administrators. It is, as indi- 
cated, a report only. Further time, 
effort and research are needed 
before a comprehensive manual 
can be published for use by ad- 
ministrators and those responsible 
for the volunteer program. 

Institutes offer another media 
of guidance and education to aux- 
iliaries and volunteer’ service 
groups. Geographic consideration 
is given by the AHA in planning 
these institutes. Leadership insti- 
tutes continue to be well attended. 
One was conducted in Atlanta, 
another in Hartford, Conn. The 
two institutes for directors of 
volunteers conducted by the AHA 
in Chicago and San Francisco were 
received with acclaim by the 
registrants. 

Junior Groups Also Serve——Consis- 
tent with the broader concept of 
adult groups serving the needs of 
humanity, the teenage and junior 
auxiliaries have grown and de- 
veloped.*°4145 In the acceptance 
of community responsibility these 
young people are being educated 
to and interested in hospitals. This 
exposure to hospitals and hospital 
personnel might well stimulate 
interest in health careers. A sound 
volunteer program must be offered 
with proper supervision stressed. 
The AHA Council on Hospital 
Auxiliaries is now preparing a 
recommended program including 
policy, recruitment, supervision, 
recognition and proper use of 
junior groups. 

The 1957 literature illustrates 
the diversity in programs of aux- 
iliary and volunteer 
18,31 such as: 
® Types of volunteers—men! and 
teen-agers ;20.21.43 
@ Areas in which volunteers serve 
—with mental patients'® and chil- 
dren,!7.3342 jn social service*4.“ 
and physical therapy 

@ And specific group projects— 
hospital week,!3  fund-raising,® 
gift shops and snack bars,”® and 
thrift shops and rummage sales.?? 

This diversity in service pro- 
grams offers a challenge to volun- 
teers. Institutes are designed and 
conducted to educate and inform. 
The state?® and regional auxiliary 
leaders encourage, sponsor and 
help organize in their areas. They 
are also responsible for the plan- 
ning and execution of annual 
state-wide meetings. 
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To recapitulate: institutes; well 
planned and programed annual 
state and regional meetings; and 
the numerous manuals, loan kits, 
reprints of lectures, slides and 
movies prepared and offered as 
membership service by the AHA 
all contribute to the correlation 
of the entire auxiliary program. 

Something for Everyone—-A four- 
day national conference is offered 
annually by the Council on Hos- 
pital Auxiliaries. It is conducted 
coneurrently with and under the 
auspices of the AHA. Considera- 
tion is given to the diversity of 
interest of delegates, General ses- 
sions are planned tg interest all, 
while round tables! or discussion 
groups have designated topics 
covering the gamut of the auxil- 
iary and volunteer service pro- 
gram. For the past several years 
the council has scheduled no ses- 
sions concurrently with general 
sessions of the Association, The 
council urges auxilians to take 
full advantage of the annual con- 
ference by attending all general 
sessions of the AHA, so they may 


be further informed and edu-— 


cated to the over-all program of 
the hospital and care of the ill. 

It is the intent of the Council 
on Hospital Auxiliaries to direct 
effort in coordination with other 
councils and the total program of 
the AHA in those areas where 
auxiliaries can function to ad- 
vantage and be of service to their 
respective hospitals and communi- 
ties. The strengthening of auxil- 
iary programs on a local, state and 
regional level; stimulating inter- 
est in hospital careers; cooperating 
in disaster planning; recommend- 
ing policy and procedures for es- 
tablishing and maintaining good 
volunteer service programs—are 
all accepted responsibilities of the 
council, in accordance with the 
bylaws of the Association which 
reads, “The Council on Hospital 
Auxiliaries shall develop  pro- 
grams designed to incréase the 
value of hospital auxiliaries in 
all activities which contribute 
significantly to better hospital 
service.” 
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chronic illness 
s ¢ Commission on chronic illness reports findings 


e Nursing home facilities and home care studied 


e Personnel shortage a serious handicap 


by DAVID LITTAUER, M.D. 


INTRODUCTION 


I* THE LAST 50 years, while the 
population of the United 
States has doubled, the number 
of persons 45 to 64 years of age 
has tripled, and those over 65 
have quadrupled in number. It is 
estimated that there are 15 mil- 
lion people over 65; five million of 
these are over 75.! 

This trend toward an aging 
population is illustrated by facts 
and estimates in New York City. 
In 1930 there were 264,000 people 
65 years of age and older, com- 
prising 3.8 per cent of the popu- 
lation; in 1950, 605,000, constitut- 
ing 7.7 per cent of the population; 
in 1970, it is estimated that the 
number will swell to 1,050,000, 
representing 12.3 per cent of the 
population.? 

An accepted definition of 
‘chronic disease is that it ‘“‘com- 
prises all impairments or devia- 
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tions from normal which have 
one or more of the following 
characteristics: are permanent; 
leave residual disability; are 
caused by nonreversible patholo- 
gical alteration; require special 
training of the patient for re- 
habilitation; may be expected to 
require a long period of super- 
vision, observation, or care.’ This 
group is supposed to comprise 
about 28 million persons. Most 
of them do not require special- 
ized facilities for care. Neverthe- 
less, chronically ill persons who 
are patients, i.e., those who re- 
quire care for a continuous period 
of at least 30 days in a general 
hospital, or of more than three 
months in a long-term institution, 
make up a sizable portion of our 
population. | 
Estimates based on the 1950 
census indicate that well over five 
million persons are disabled for 
more than three months.4 More 
than one million of this group are 
found in general and long-term 


hospitals, in homes and schools 
for the mentally and physically 
handicapped, and in nursing and 
convalescent homes and homes for 
the aged who are dependent; and 
more than four million live in 
their own homes.® While the bulk 
of the institutionalized patients 
are in mental and tuberculosis 
hospitals, at any one time several 
hundred thousand ill and disabled 
are in chronic disease hospitals, 
nursing and convalescent homes, 
and homes for the aged. 

These statistics are representa- 
tive of many that have been ac- 
cumulated by the Social Security 
Administration, the Children’s 
Bureau and other branches of the 
Public Health Service; the Vet- 
eran’s Administration; city and 
state agencies, and private groups. 
A sampling may be found in the 
final report of the Commission on 
Chronic Illness.6 They pose stag- 
gering problems for which we are 
seeking satisfactory answers. At 
the operating level for our hospi- 
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tals, these answers must relate to 
types of programs to be sponsored 
by hospitals, physical facilities, 
personnel, interest of the phy- 
sician, costs and financing. In turn, 
hospital care for the chronically 
ill is but one portion of a complex 
which includes housing, welfare, 
education, prevention, and de- 
lineation of responsibilities of 
voluntary groups and governmen- 
tal units. Pervading the whole, 
and becoming increasingly a mat- 
ter of urgent debate, is the role of 
the federal government in the 
care of the chronically ill. 

A blueprint for action has been 
prepared by the Commission on 
Chronic Illness, which from 1949 
to 1956 studied the questions of 
care for long-term illness, and has 
submitted its findings and recom- 
mendations in several scholarly 
volumes.’ General hospitals should 
provide long-term as well as 
acute care; this includes services 
for the mentally ill as well as 
emphasis on rehabilitation, and 
care in the voluntary hospital as 
well as in the tax-supported in- 
stitution. Nursing homes should be 
operated by or. affiliated with 
general hospitals to insure good 
professional, nursing and adminis- 
trative standards. Home care pro- 
grams should be established and 
outpatient departments should be 
oriented to the needs of the 
chronically ill. Personnel inter- 
ested and skilled in the care of 
these patients must be recruited 
and trained. There must be bet- 
ter coordination of the numerous 
voluntary and governmental re- 
sources in communities as well as 
at state and national levels. Re- 
search in depth of all kinds per- 
tinent to the problem of care of 
the long-term ill (demographic 
statistics, natural history of dis- 
ease groups, attitudes toward 
health services, costs, demonstra- 
tion projects, etc.) should be un- 
dertaken. Methods of financing the 
burden by voluntary insurance, 
workmen’s compensation, disabil- 
ity insurance, OASI ‘and public 
assistance should be investigated 
vigorously. 

The 80 specific recommendations 
found in Volume II of the report 
of the Commission on Chronic 
IiIness are strongly urged for 
study—-here are some new fron- 
tiers of hospital administration. 
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CURRENT PRACTICES 


Administration: Definitive descrip- 
tions of the organization and 
operation of long-term services 
administered by general hospitals 
were scanty in 1957, except in the 
area of home care. (An earlier 
description of the mental hospital® 
and a symposium on planning for 
rehabilitation published 
in 1956 continue to have current 
interest.’) Nevertheless, it is ap- 
parent that the leavening influ- 
ence of the work of the Commis- 
sion on Chronic Illness and other 
groups is beginning to be felt. 
The literature is changing from 
exhortatory!®.!! to descriptive and 
in some instances analytical. 

Two studies call attention to the 
unnecessary use of hospital beds 
by long-stay patients. In four 
general hospitals in Boston, a 
study of patients staying 30 days 
or longer on _ so-called “acute” 
divisions was made to determine 
the reasons for their prolonged 
hospitalization; according to the 
criteria used, 42 per cent of the 
long-stay group did not require 
continuing active treatment in the 
hospital, although many of them 
needed other types of care. In 
a long-term municipal hospital in 
New York serving an _ indigent 
group, almost 20 per cent of the 
sampled patients were found to 
require no further hospital care 
but, for lack of appropriate facili- 
ties, could not be discharged from 
the hospital. A nursing home 
would have been satisfactory for 
most of them.!% 

Nursing Homes: Much spade work 
must be done to clarify the status 
of the facility that cares for the 
long-term sick who do not re- 
quire the diagnostic and thera- 
peutic facilities of the general or 
special hospital, yet are too sick 
for an old folks or custodial home. 
Contributions toward this goal 
are found in detailed studies of 
the present distribution of nursing 
home beds and general beds and 
their interrelationships,“ and of 
the characteristics of patients in 
nursing homes and the types of 
care they receive. 


services 


Home Core: Substantial literature 
is beginning to emerge describing 
the successful care of selected 
long-term patients in their homes. 
Such patients must be medically 


treatable yet no longer in need 


of the complex diagnostic and 
therapeutic resources of the hos- 
pital, and have homes to which 
they can be discharged. They and 
their families must cooperate with 
the home care service. Significant 
savings in cost of capital construc- 
tion of beds and per diem cost 
of rendering care are possible. 

One study reports the home 
care of 2 voluntary hospitals (in- 
cluding the long-established Mon- 
tefiore Hospital project), 16 muni- 
cipal hospitals, and the welfare 
department in New York City.'® 
The sections dealing with evalu- 
ation of these programs and the 
factors that must be considered in 
establishing a complete home care 
service are particularly valuable. 

A general hospital offering 
home care as part of a compre- 
hensive group of services for the 
chronically ill has reported on 
three years’ experience.“ Or- 
ganization, personnel, costs, and 
sources of income are described, 
and the importance of the team 
concept is emphasized. Other ex- 
periences are described in the an- 
nual reports of hospitals or other 
agencies maintaining such pro- 
grams!® and in the results of a 
questionnaire submitted by the 
American Medical Association 
to the sponsors of home care serv- 
ices, 19 

While home care service has 


had its initial impact in large 
cities with concentrations of 
medically indigent patients as 


well as personnel, it can also be 
offered in suburban localities. A 
recent paper describes a pilot 
project providing’ rehabilitation 
service to home-bound patients in 
such an area.” 

Physical Facilities: For those who 
have reached the point of plan- 
ning the physical envelope to ac- 
commodate the long-term patient, 
source material may be found in 
the publications of the Hospital 
and Medical Facilities Section of 
the Public Health Service?! and in 
a treatise which emphasizes that 
functional program planning must 
precede the design and construc- 
tion of the physical facility.22 The 
aforementioned review of reha- 
bilitation services describes in 
some detail the requirements for 
nursing units in multiple dis- 
ability rehabilitation facilities.9 
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Personnel: Shortages of qualified 
specialists—medical, nursing, 
technical—pose a serious handi- 
cap to the rapid development of 
services for the chronically ill. In 
some categories their numbers are 
increasing, but not yet in sufficient 
quantity to have significant im- 
pact on the absolute shortages. In 
other instances the numbers be- 
ing trained are actually decreas- 
ing. A recent joint study of groups 
from the AHA, National Associa- 
tion of Social Workers, and PHS, 
reports: 

“The number of medical social 

workers graduated in 1946 was 

161, with a peak of 221 in 1950, 

and a drop to 166 in 1955. Esti- 

mates of need for medical so- 
cial workers indicate that from 

800 to 1000 graduates annually 

are required. . . In the face of 

a rapidly expanding need, the 

number of professionally 

trained medical social workers 
is not growing but in late years 
has even decreased.’’23 

Other specialists in short sup- 
ply dre physiatrists, physical 
therapists, occupational  thera- 
pists, group therapists, and nurses 
skilled in care of the long-term 
patient. Moreover, relatively few 
physicians dedicate themselves to 
the field of geriatrics, which lacks 
the dramatic appeal and _ the 
financial rewards of the “acute” 
clincal specialties. 

Association Services; Legislation: Its 
mission accomplished, the Com- 
mission on Chronic Illness dis- 
banded in 1956. The American 
Hospital Association thereafter 
formed the Committee on Chronic 
Iliness. It had the following 
charge from the Director of the 
AHA: “In view of the very evi- 
dent need for general hospitals 
to exercise leadership and initia- 
tive in helping develop coordi- 
nated, soundly financed and 
otherwise adequate community 
programs and facilities for the 
care of the chronically sick, the 
American Hospital Association 
will devote in the future a sub- 
stantially greater share of its re- 
sources to assist hospitals to meet 
their obligations in this area. 
Recommendations and actions will 
be practical and down-to-earth 
with regard to hospital responsi- 
bilities and economics.” 

The Committee on Chronic IIl- 
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ness held its first organizing 
meetings in the latter half of 
1957; it is expected that future 
reviews will be able to refer to 
the work of this committee as its 
program develops. 

At about the same time the 
Committee to Study Health Needs 
of the Aged was activated. This 
group has been studying the so- 
cial, economic, and insurance, as 
well as medical, needs of the 
chronically ill, and is also tack- 
ling the complex problem of the 
role of government at all levels in 
the care of the aged sick. 

Toward the end of 1957 the 
position of the AHA toward the 
Forand bill (H.R.9467), which 
proposes that medical and health 
care for aged persons be provided 
through the framework of the 
Social Security Administration, 
was stated. In his bilk Rep. Fo- 
rand proposes that hospital, in- 
hospital surgical and _ nursing 
home services be made available, 
through a federal trust fund, to 
aged persons, ‘orphans and their 
mothers who are receiving Old 
Age Survivors Insurance cash 
benefits or would be entitled to 
them on application. Costs would 
be met by an increase in payroll 
taxes of one-fourth per cent each 
on employers and employees, on 
a tax base of $6000.25 

The AHA is opposed to such 
legislation because it has serious 
misgivings about the use of com- 
pulsory health insurance for 
financing hospital care even for 
the retired aged. The Forand bill, 
by basing eligibility on attain- 
ment of. prescribed ages without 
regard to employment status, in- 
vites a progressive reduction of 
these age levels with the ultimate 
possibility of a total program of 
government-financed public care; 
it makes possible the provision of 
care for other than health rea- 
sons; and it provides inadequate 
safeguards against governmental 
interference with the operation 
of hospitals. Recognizing that the 
social security mechanism may 
ultimately be necessary, the AHA 
believes that efforts should first 
be made to utilize existing sys- 
tems of voluntary prepayment.%6 

The American Medical Associ- 
ation regards the OASI system to 
finance health care of the aged as 
a form of socialized medicine, and 


opposes it strongly. 

At year-end it was apparent 
that there would be considerable 
activity in 1958 in the legislative 
sector of care of the aged and 
chronically ill. 
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ANNUAL ADMINISTRATIVE REVIEWS 


¢ Many hospitals far 
from ready 


e Need for coordination 
UVERATION 
DISASTER 


of plans shown 


_ Disasters teach the ‘hard way 


by 8. |. BURNS, M.D. 


INTRODUCTION area. In order to keep the record outline is none the less useful as 
: . straight, however, it must be un- a guide. 
NIVIL DEFENSE planning at all 
derstood that no area regardless Miss Jeanne Ross* does a good 
levels of government has 
of size can have a complete civil job of elaborating two phases of 
been proceeding in a.- lethargic | 
! : defense plan without a well con- the development of the plan in her 
manner. Hospitals, likewise, have | 
: ceived hospital activity having hospital, (a) teaching key per- 
been slow in developing their own | 7 
, been projected as part of it. sonnel and (b) conducting trial 
plans for handling disaster prob- 
Neither can the hospital be re- runs, This method seems to be an 
lems for which they must be re- | ? | 
sponsible for a complete civil excellent one for a hospital in 
. defense organization for a com- which emergencies in quantity 
Under the inspiration of the 
: | pte munity. With these general stipu- are not frequently encountered. 
lations in mind, this report of Some hospitals, however, have 
reports of disaster experience of 
‘tale j hy progress will attempt to concen- enough emergency activity from 
10spitals in some areas, many hos- 
3 Pp , ' trate attention on the cooperative day to day that a disaster may 
pitals have developed excellent | 
planning which has been de- not bring a larger number of 
plans during the past two or three | 
: veloped and described in a few casualties than are seen frequently 
years. Some hospitals have had | 
: ; areas and especially that which from multiple accidents and seri- 
an opportunity to test their plans stand th 
af of las stood the test in an actual ous illness. 
in the care o suc 
' disaster activity. Rehearsal for Disaster in Dallas——On 
disasters as floods, tornadoes, train April 2, 1957 ' q ’ 
April 2, 1957 a tornado swe 
wrecks, and mine explosions, Ex- CURRENT PRACTICES | — 
10-mile-wide path across a Dallas 
cellent reports of hospital disaster a a 
3 : RIFFITHS' in commenting residential area. Residents of that 
plans in action have been pub- 7 | . 
) on the information and Texas city’ were fortunate not 
lished but only a few can be re- | 3 
| ! evaluation of a hospital disaster only to have in readiness a thor- 
viewed here. This paper will deal 
, plan, emphasizes (a) intelligent oughly planned disaster organiza- 
especially with those plans and 
oem planning, (b) frequent drills and tion but to have rehearsed it only 
activities which have been re- 7 ip ; 
) | (c) detailed critiques following four days previously. In the ac- 
ported and which exemplify types : Mir 
alee toe each drill. He presents an elabo- count of the activitv,. however. 
of organization and activity that 
rate outline of assignments of there are other indications of the : 
offer major assistance to hospital | : 
ihe , personnel in which many duties zeal with which those concerned 
administrators and staff in the | 
are allocated to nurses which are had prepared for any eventual 
projection of their own plans. 7 
ordinarily performed by the mem- disaster. Leaders in the Dallas 
While hospital disaster plans 
. bers of some other service. Such planning were trained in the 
must constitute a very important 
es a departure from the routine em- Federal Civil Defense Adminis- 
part of the total civil defense or- ; | | 
ae ployee work pattern is not uncom- trators School in Olney, Md. This 
ganization, the hospital plans per nae | 
mon and depends usually on the training was supported by city 
se can be developed independently 
ae size of the hospital, i.e., on the and county funds and by funds 
of civil defense planning if the ' 
| ay total number of employees. Lack supplied by some of the large 
| latter does not exist in a given , 
j of an adequate number of volun- Dallas industries. Workers in the 
B. I. Burns, M.D., is commissioner of teers for. volunteer disaster as- Dallas area had been trained in 
hospitals, Kansas City (Mo.) Health De- 
signments is also a factor. The a local school for volunteers. 


partment. 
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Rescue trucks had been equipped 
by industries at their own ex- 
pense. All ambulance companies 
were on hand under direction of 
the disaster transportation service. 
As soon as patients were made 
available for transportation to hos- 
pitals, the health service took 
over. A doctor routed patients 
to a suitable destination where 
another doctor assigned them to 
definite physicians and nurses ap- 
propriate to the needs of the in- 
dividual patient. 

Parkland Hospital* treated 176 
injured patients and received 7 
dead. Methodist Hospital received 
18 patients and other hospitals 
were prepared to receive overflow. 
Nursing resources of the city had 
been organized under the District 
Nurses Association and the Dallas 
County Red Cross for call to hos- 
pitals’ emergency shelters, or 
wherever needed. Regular drills 
had been held for doctors, nurses, 
and other hospital employees. 

The performance at Dallas was 
undoubtedly an excellent one and 
resulted in saving many lives and 
curtailing morbidity. It is interest- 
ing to note that this group of 200 
volunteers had been organized and 
trained as a hospital disaster team. 
It functioned as a complete civil 
defense organization from the site 
of the disaster through hospital 
care. Funds had been provided 
and much time and effort of lead- 
ers had been spent in perfection 
of the plan through intelligent or- 
ganization and through drill. 

A special feature of the Park- 
land Hospital* greatly facilitated 
this hospital’s care of patients 
from the disaster. In the construc- 
tion of this hospital a relatively 
large area which is routinely used 
for an activity that could be sus- 
pended during an emergency had 
been planned with this dual func- 
tion in mind. Such areas in any 
hospital could be placed near the 
emergency room and routinely 
used for class rooms, visitors’ 
lounges, or any function which is 
not a part of the day-to-day pa- 
tient care activity. Hospitals which 
have facilities for a large out-pa- 
tient service—which should be in 
the vicinity of the emergency 
room or which can be converted 
to emergency use—have a ready- 
made facility for mass casualty 
management. 
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Canada and Civil Defense—W. D. 
Piercy, M.D., executive director, 
Canadian Hospital Association, and 
G. E. Fryer,-M.D., medical con- 
sultant, Civil Defense Services, 
have presented a thorough analy- 
sis of the requirements of a hos- 
pital disaster plan. The following 
phases of their discussion have 
general application and should be 
emphasized here: 

A. Three methods of providing 
increased bed space for casualties: 

1. Evacuation of all hospital pa- 
tients who can be discharged to 
their homes or elsewhere. In the 
private general hospital, 75 per 
cent of the patients may be re- 
ceiving care on an elective basis 
and can be discharged temporarily 
to return after the emergency is 
out of the way. 

2. Expansion of usual bed ca- 
pacities by increasing ratio of beds 
per area. For example, allow 60 
square feet per bed instead of 80. 
Even greater crowding of beds 
may be justified in order to hos- 
pitalize victims. 

3. Placing beds in areas which 
are not commonly used for that 
purpose. 

It should be considered that 
these measures are temporary, 
emergency ones and that certain 
principles of good hospital prac- 
tice for normal conditions may be 
sacrificed in the interest of ac- 
complishing the greatest good for 
the greatest number of casualties. 
It is surprising how many beds 
can be accommodated in areas 
which would never have been 
considered for the purpose under 
normal conditions. 

B. According to these authors, 
all patients in a general hospital 
can be said to fit into one of four 
categories which, if analyzed in 
one’s own hospital, will aid in esti- 
mating the number of beds that 
can be made available by tempo- 
rary discharges and by shifting 
beds: 

1. Mobile—patients who are up 
and around and can be moved 
with minimum difficulty. 

2. Mobile with aid—this group 
requires some care but need not 
be evacuated by stretcher. 

3. Stretcher cases—this classi- 
fication consists of two sub-groups: 

a. those that may be moved by 
stretcher. 

b. those that require special at- 


tention such as cases in fracture 
frames, recently operated cases, 
cases that may be receiving in- 
travenous fluids, etc. 

4. Dangerously ill—this group 
cannot be moved. It constitutes 
from 3 to 5 per cent of the total 
hospital census. 

This data may serve as a basis 
for estimating the number of beds 
that may be made available for 
emergency within a hospital's nor- 
mal bed compliment. 

C. The authors emphasize the 
importance of selection of the 
area for reception of casualties 
from the standpoint of its ade- 
quacy as to size and its location 
convenient to operating room, 
x-ray, and other service facilities. 
The reception or sorting officer 
should be a physician who is 
familiar with the hospital. He will 
be in charge of nurses, clerks, and 
stretcher bearers who will assist 
with the clerical work of admis- 
sion and expedite the general ad- 
mission and routing of patients to 
treatment areas. 

D. The disposition of patients 
to proper treatment areas is the 
responsibility of the sorting officer. 

1. Those patients requiring im- 
mediate surgery and in fit condi- 
tion for it are routed to the 
operating room. 

2. Those requiring surgical or 
medical care but in state of shock 
receive initial treatment in the re- 
ception or sorting area and are 
then routed to a special resusci- 
tation area. 

3. A special area and staff should 
be provided for burn cases if the 
nature of the disaster indicates 
they are to be expected. The type 
of disaster will usually be known 
and will offer a clue as to the 
likelihood of the need for such a 
special treatment area. It is not 
always true, however, that large 
numbers of burns will be admitted 
among the casualties resulting 
from an explosion and/or fire. 
Very few burn cases were hos- 
pitalized from the terrific explo- 
sion and resulting fires commonly 
referred to as the Texas City 
disaster. Most of the burn cases 
were cremated and few lived to 
reach a hospital for treatment. 

It might be well to suggest that 
other special areas may be desig- 
nated and staffed for types of 
treatment which may be suggested 
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by the nature of the disaster. An 
example is a fracture’ service 
which will already exist in the 
larger hospital but may need to 
be improvised in a smaller in- 
stitution. 

Other features of this article® 
such as procurement of medical 
supplies, contribution. by ‘public 
health personnel, organization of 
communications and transporta- 
tion, use and organization of the 
200-bed emergency hospital made 
available by civil defense, and ad- 
ditional problems that need to be 
considered in a complete civil 
defense plan have been helpfully 
outlined. This publication should 
be an important reference for all 
disaster planners. 

State-wide Civil Defense in New York 
—New York state has been or- 
ganized under a defense act which 
created a Civil Defense Commis- 
sion and charged it with the re- 
sponsibility to see that every 
community in the state has an 
effective civil defense plan and 
organization.® Under this act the 
governor appoints 18 members of 
the commission and a chairman. 
The state commissioner of health 
is the chief medical officer of 
civil defense and the state director 
of public health nursing is the 
chief nurse officer. Hospitals are 
a part of this plan. 

The state medical civil defense 
officer is under the supervision of 
the commissioner of health. He 
establishes general policies for 
emergency service, purchases and 
‘stores medical supplies. To date, 
$17 million has been provided for 


piled supplies and support per- 
sonnel and obtains help from the 
Federal Civil Defense Administra- 
tion and from other states. 

The state is divided into 85 
local civil defense jurisdictions to 
facilitate organization and train- 
ing. Each of these jurisdictions 
has a civil defense director and 
chiefs of various services. These 
include a medical officer who has 
on his staff a nurse officer who is 
responsible for recruitment and 
training of nurse personnel. 

The medical civil defense ad- 
ministration is organized in five 
state health department regions. A 
health director and a director of 
nursing in each region act as field 
representatives of the state de- 
partment of health in all the 
public health services which in- 
clude emergency medical services. 
They assist all localities in prepa- 
ration and operation of plans for 
emergency medical services, in- 
cluding organization and opera- 
tion of state ordered training 
demonstrations. 

This report of the New York 
plan is weighted toward the 
nurse’s responsibilities but it is 
good source material for study by 
any hospital administrator or nurs- 
ing administrator attempting to 
devise or improve a plan. It is to 
be expected that New York state 
might be more keenly alert to the 
necessity for disaster planning 
than most states. The report 
should serve to impress responsi- 
ble officers in other areas of the 
nation with the importance of 
considering and perfecting a plan 


problems to which the Gulf Coast 
is heir by nature of its physical 
geography. But the need was be- 
yond that with which any com- 
munity can expect to cope. It in- 
volved not only the life-saving 
measures met by valorous pro- 
fessional and nonprofessional 
people but also an immense post- 
disaster rehabilitation involving 
public health and property res- 
toration amounting to millions of 
dollars. 

A proper national civil defense 
plan would have anticipated most 
of the problems and prepared to 
meet them. The Galveston flood 
of the early part of this century 
is recalled vividly by many peo- 
ple still living and history has 
recorded it. There seems to be no 
phenomenon involved in “Au- 
drey’s” wrath and aftermath. that 
was not known 50 years ago. 
Nevertheless, to be prepared to 
meet such an emergency requires 
first a high degree of vision in 
over-all disaster planning, second, 
a flexible organization with strong 
leadership, capable of improvis- 
ing as the situation develops and, 
third, financial support. That the 
federal government and Red Cross 
can be depended on to come to the 
financial aid of local government 
and philanthropic agencies in such 
emergencies is comforting to a 
degree. It does not take the place, 
however, of a civil defense or- 
ganization which is not only well 
staffed but also financed. To per- 
fect a disaster plan and keep its 
personnel alert and trained to the 
degree that efficiency of operation 


outfitting 2902 aid stations, 148 for survival. There is every rea- will be guaranteed requires : 
mobile 200-bed hospitals and sup- son to believe that another world financing. 


plies necessary to collect 12 mil- 
lion units of blood. Adequate 
quantities of these stockpiled sup- 
plies are available to all com- 
munities for training—both for 
military and natural disaster. 

This office also supplies local 
communities with technical infor- 
mation, training manuals and aids, 
helps local communities organize 
emergency programs and train 
leaders and instructors, -It gives 
special attention to organization of 
target cities and coordinates the 
plan so that emergency aid will be 
available promptly where needed. 
It operates the medical section of 
the state control center which is 
responsible for distributing stock- 
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war will not permit such planning 
after hostilities have started. The 
New York plan should be studied 
by all civil defense officers, public 
health officers, hospital adminis- 
trators, doctors, and nurses. 

Hurricane Audrey Hits Gulf Coast—— 
Doctors and nurses of southeast 
Texas and southwest Louisiana’ 
had made progress toward formu- 
lating a disaster plan when hur- 
ricane Audrey moved in. It was 
to be demonstrated that nothing 
short of an all out civil defense 
organization could have done a 
better job than did the official and 
volunteer personnel who _§re- 
sponded to this crisis. 

This disaster presented al] the 


Hospitals Learn from Experience— 
Reference to the Hospital Periodi- 
cal Literature Index, published 
semi-annually by the American 
Hospital Association, reveals a 
wealth of information on the gen- 
eral subject of disaster planning 
and the subjection of disaster 
plans to actual trial. These are too 
numerous to review here. Suffice 
to say that they do point up the 
importance of careful planning, 
drill, and the need for some hos- 
pital financing to support the in- 
stitution’s own activity in meeting 
its responsibility to the com- 
munity. Beyond these basic steps 
is the great need for coordination 
of individual hospital plans among 
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hospitals in the area, with local 
government and other agencies 
and, especially, for an area civil 
defense plan within which local 
hospitals can function. 

When a tornado struck the 
Kansas City area® all individual 
hospitals were in readiness. Ab- 
sence of cooperative plans for first 
aid and rescue activity at the scene, 
transportation arrangements, and 
emergency communications were 
tragic defects. These were prob- 
ably due primarily to the fact that 
Missouri law prohibits participa- 
tion of the state civil defense 
organizations in a local disaster. 
The greater Kansas City Area 
Hospital Association’s committee 
on disaster planning is now per- 
fecting an organization which will 
assume responsibility for all these 
functions, if need be, and which 
can be absorbed into the state 
civil defense plan if the occasion 
demands. 

More than the usual number of 
local disasters during the year may 
have served to stimulate local 
disaster planning. A community 
may have exhibited as great a 
degree of indifference toward 
plans for survival in case of mili- 
tary disaster as is true of most of 
the nation. A local disaster result- 
ing in massive destruction of prop- 
erty but with comparatively few 
casualties and loss of life does 
serve to alert responsible people 


—especially hospital administra- 
tors, doctors, nurses, and other 
hospital personnel—to the fact 
that a plan is needed. 

Among the features of disaster 
planning which Kansas City hos- 
pitals learned from the nearby 
May 20 tornado were these: 

1. Even though hospitals are 
ready with mass casualty plans, 
they cannot function without pro- 
visions for first aid at the scene, 
police control of traffic and of 
curiosity seekers at the scene, spe- 
cial provision for communications 
under control of the _ hospitals 
when telephone switchboards are 
unable to carry the load. 

2. Mishandling of patients by 
right-minded but untrained vol- 
unteer rescue workers can do 
serious damage. For example, sim- 
ple fractures may be compounded 
unless first aid workers have some 
elementary training for such work. 
Organized transportation of pa- 
tients is of tremendous importance, 
otherwise hospitals nearest the 
scene of the disaster are likely to 
be overloaded while those farther 
away may get few patients. Civil 
defense organizations or state 
police must take responsibility for 
control of traffic. 

Hospitals Have Hard Work Ahead — 
This account would not be com- 


plete without a word or two of. 


warning that hospitals’ part of the 
national plan for survival is far 


from ready to function. Without 
being unduly pessimistic we must 
say that we cannot afford to 
gamble. We will be called upon 
to play our part in-a national civil 
defense activity tomorrow. 

Certainly we have had adequate 
demonstration in the form of 
natural disaster to convince us 
that our services need to be or- 
ganized and our personnel trained 
to meet community responsibilities 
in these situations. When we are 
organized for these local emer- 
gencies we are ready to join in a 
civil defense activity of magni- 
tude. Hospitals have a lot of hard 
work ahead of them before they 
can relax. We must obtain the help 
of a large number of volunteers 
in addition to the regular police 
force unless we have cooperation 
of a good civil defense organiza- 
tion. 
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by DORIS JOHNSON, Ph.D. 


food service and dietetics 
¢ Greater administrator support sought 


¢ More use of time-saving 
methods and equipment 


¢ Two more states hire 
dietetic specialists 


INTRODUCTION 


ROPER MANAGEMENT Of the department of dietetics has 
been a topic for discussion for some time now. The more 
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it is appreciated that the depart- 
ment of dietetics should be the 
concern of top management in the 
hospital and not left to operate as 
an isolated unit without guidance 
or understanding the more will 
there be better managed hospital 
dietary departments.!* The tools 
of modern management must be 
applied within the hospital as a 
whole and within the department 
of dietetics itself. 


CURRENT PRACTICES 


Administration——Who can do the 
best job in the management of 
hospital departments of dietetics? 
The answer lies in the philosophy 
of the hospital administrator.*4 If 
the administrator is willing to as- 
sume that he should be as inter- 
ested, concerned, and helpful in 
the operation of the dietary de- 
partment as he is in other depart- 
ments of the hospital, he will find 
many advantages. Basically, these 
advantages would include better 
management, additional funds for 
departmental improvements, 
stronger employee loyalty, con- 
trol of costs and of personnel, and 
the ability to make decisions on 
the spot. Group purchasing also 
may be achieved through this co- 
operative effort.’ 

On the other hand, if the ad- 
ministrator prefers not to assume 
responsibility for the dietary de- 
partment and to help it solve its 
problems, he may delegate that 
department’s activities to a food 
service management concern at a 
fee.4 

One article in the literature 
States: 

“The food service management 
companies have entered hospitals 
with three promises: better man- 
agement, improved purchasing 
and better cost control of the die- 
tary department. These are im- 
portant services but the adminis- 
trator and the hospital’s own 
dietitian have the same services 
at their own command, if they will 
but use them.’’S 

Other authors have noted that 
if a qualified dietitian with ad- 
ministrative ability is the head 
of the dietary department and she 
is given adequate support from 
her administrator in cooperation, 
in equipment and supplies, and in 
salaries to attract good employees, 
she can and does operate a de- 
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partment of which any adminis- 
trator can be proud.°.6 

Of considerable importance is 
the fact that two state hospital 
associations, Connecticut and New 
Jersey, have recently added die- 
tetic specialists to their staffs. 
These dietitians are to help mem- 
ber hospitals to improve the 
management of their departments 
of dietetics. Individual consulta- 
tions, direct service, and educa- 
tional programs of various types 
are the general areas of endeavor 
in these two undertakings. 

It has been reported there is 
the need for all dietitians to ap- 
preciate the team concept in the 
administration of the hospital and 
its various departments and to 
acquire the necessary skills of 
management for present-day effi- 
cient operation of departments of 
dietetics.’ The cooperation of the 
dietary department with other 
hospital departments can bring 
about mutual advantages. Thus 
the dietitian who works with the 
accounting, housekeeping, mainte- 
nance, and purchasing depart- 
ments can reap rewards for her 
department. She will have serv- 
ices available that will save her 
department time and labor; she 
will have information to help her 
in the more efficient operation of 
her department.® Above all, she 
will become an integral part of 
the management team of the hos- 
pital. 

labor—-The present-day Ameri- 
can economy will keep the costs 
of goods and services high, and 
adequate personnel will remain 
difficult to secure in a tight labor 
market. It is suggested that more 
automation and continuous re- 
search in the efficient use of food 
service personnel may be the an- 
swers to some of these problems. 
Eventually we may have a man- 
agement research dietitian as a 
regular staff member.® 

With this increase in labor costs 
and the relative lack of qualified 
personnel, the proper use of labor 
in the dietary department is of 
considerable importance. Many 
factors, a recent study showed, are 
involved in the evaluation of the 
amount of time necessary to pro- 
duce a meal in a hospital.!° The 
labor time for the 175 hospitals 
studied was between 3.5 and 29.6 
minutes per meal, with the mean 


14.9: while the range of total 
scheduled per meal labor time was 
4.2 to 32.6 min., with a mean of 
17.1. Although it was not possible 
to find reasons for these ranges, 
it was found that bed capacity, 
type of ownership, and number of 
meals served were not factors in 
determining the amount of labor 
time needed. In a_ subsequent 
study, similar results were ob- 
tained.!! Such factors as per cent 
of occupancy, use of selective 
menus, per cent of therapeutic 
diets, length of work week and 
types of shifts, other services pro- 
vided, physical plant and facili- 
ties, and caliber of personnel con- 
tributed to the per meal labor 
cost. 

The application of work simpli- 
fication procedures of industry to 
the dietary department will help 
the administrative dietitian con- 
trol direct expenses by more effi- 
cient production and services in 
all phases of her department. It 
can indicate whether or not it is 
more economical to purchase pre- 
fabricated items or to produce 
them within the department. 

It has been suggested that die- 
titians use flow process charts to 
find better and more efficient ways 
of doing a procedure in the dietary 
department. Such studies will also 
help to indicate whether or not 
there is a need for other equip- 
ment and if there is equal distri- 
bution of work-load.' 

Equipment——More and more auto- 
matic equipment is being made 
available to aid in overcoming the 
current labor problem in the die- 
tary department.'* Such items as 
automatic timers on mixers, 
steamers, and dishwashing ma- 
chines; automatic dispensers, and 
automatic coffee makers are of- 
fered as time savers and to free 
personnel for other tasks. How- 
ever, there is still much to be 
done to bring about much more 
automation and better fabricated 
equipment. The construction of 
equipment so that it may be 
cleaned more easily by virtue of 
the type of materials used and the 
type of fabrication makes for a 
more sanitary food service unit 
as well as the saving of time. 

Of interest is the report on the 
first general use of microwave 
cooking in a hospital.!® The article 
indicates there is considerable 
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pre-preparation of the foods 
necessary before the actual time 
of service. There is also the prob- 
lem of cooking foods together that 
have different cooking times. The 
ranges themselves require a con- 
siderable initial investment. 
Whether or not such equipment 
will solve many of the problems 
of patient food service remains 
to be evaluated. 

In selecting a food service sys- 
tem for a hospital, many ques- 
tions should be asked, namely: 

1. Will the system provide the 
patient with the best food possi- 
ble? 

2. Will the system be easy to 
supervise and control? 

3. Will the system permit effi- 
cient utilization of the dietary 
personnel? 

4. Is it a low cost system? 

5. Is the system flexible and 
easily adaptable to present food 
service department? 

6. Does the manufacturer pro- 
vide assistance in planning and 
installing the system? 

7. Is the system easy to operate, 
maintain, and clean? 17 

In each individual situation 
careful answers to all these ques- 
tions should be sought. The best 
system for one hospital will not 
necessarily be the best for an- 
other. Many errors can be avoided 
if sufficient study is made in the 
planning stages. 

Therapeutic Nutrition and Education— 
All duties of the department of 
dietetics are not concerned with 
food production. A well rounded 
department also carries on thera- 
peutic and educational programs. 
The treatment of disease by diet 
is an important function, and as 
an aid to carrying out this func- 
tion, every dietary department 
should have a diet manual. The 
manual should include the basic 
therapeutic diets, which can serve 
as a guide to physicians, nurses, 
and dietitians. It should be in 
keeping with the recent findings 
in this field and be up-to-date in 
terminology.!® 

Dietitians give considerable 
time to teaching. Besides instruc- 
tion of employees, the teaching of 
patients, medical students, and, 
above all, students of nursing 
consumes a large part of the 
dietitian’s time. The importance 
of this teaching function can not 
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be overestimated and it should be 
done in the present concept of 
modern education. Nutrition is 
being integrated more and more 
into the nursing’ curriculum.!9 
This type of educational program 
has many advantages but it also 
requires more professional staff 
and, to do an adequate job, more 
time. 
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hospital planning 
¢ Modernization to meet changing needs 
e Psychiatric and rehabilitation facilities 


e Mechanical elements of planning 


by JACQUE B. NORMAN 


INTRODUCTION 


PLANNING and con- 
struction in the United 
States. in 1957 continued to fol- 
low the pace set by the Hill-Bur- 
ton program, with many modi- 
fications and improvements over 
planning of previous years, Prob- 


ably one of the greatest contribu- 


tions to these improvements and 
changes is the emergence of hos- 
pital administration from a rela- 


tively medium salaried “senior 
clerk” role into a_ full-fledged, 
reasonably paid “major execu- 


tive” role. In addition, there has 
come an increasing emphasis on 
methods and procedural engi- 
neering as a major tool for use in 
functional layout of hospital plan- 
ning. 

Another contributing factor— 
and one that will be increasing— 
are the results of research pro- 
grams now being conducted, the 
first interim reports having come 
out in 1957. Not many of these 
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research programs have been 
publicized, but no doubt many of 
them with their results will be re- 
leased in 1958. 

Much activity has been carried 
on in hospital planning and con- 
struction in 1957 by hospitals in 
which there were no Hill-Burton 
funds involved. Education of the 
public in the matter of hospital 
needs, brought about by the enor- 
mous activity in the Hill-Burton 
program, has stimulated com- 
munity interest in construction 
without Hill-Burton aid. 


CURRENT PRACTICES 


Modernization—-A recurring theme 
in the year’s literature on hospi- 
tal construction and planning is 
the problem of modernizing to 
meet changing trends in hospital 
needs.! through 5 

Enlargement of laboratory fa- 
cilities to keep step with modern 
medical practices was a major 
consideration. Laboratory _ tests 
per admission of patients has 
more than doubled over the past 
10-year period.® 

Planning construction in terms 
of the sequence of patient care 
also received attention. Experi- 
mental approaches to providing 
facilities for the care of patients 
in relationship to the intensity of 
care needed at various stages of 
illnesses were described. At one 
end of the scale, this involves the 
provision of the intensive nurs- 
ing unit for surgical and medical 
patients: at the other end, this re- 
veals better discernment of the 
role of nursing homes.’® 

Other writings on _ hospital 
planning showed increased inter- 
est in ambulant patient care (both 
private and medically indigent) 
and health care programs.®.!0.11,12 

Developments in the radioiso- 
_tope field influenced hospital plan- 
ning.- Radioisotope laboratories 
were installed in smaller hospi- 
tals where personnel had been 
trained in this field. Many instal- 
lations of cobalt therapy rooms 
were made in communities that 
previously had been unable to 
afford these 

Operating Room Planning—A con- 
siderable amount of experimenta- 
tion was done in planning oper- 
ating rooms and surgical suites 
for such complicated surgical pro- 
cedures as open heart surgery. 
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Very little was published on this 
subject, but much research was 
done, especially in. the National 
Institutes of Health. No doubt 
1958 will see further develop- 
ments in this field. 

A heartening trend noted in the 
literature of 1957 is the increasing 
tendency among communities to 
approach, study and evaluate 
their hospital needs on a corpora- 
tive basis rather than each hospital 
attempting its own planning and 
expansion program.!? 

The year 1957 saw a further 
growth of integrating related 
health facilities, using the hospi- 
tal as the center of the health 
program of the community. Much 
emphasis was placed on special- 
ized clinics in hospitals located in 
rural areas near larger medical 
centers. 

Hospitals are not exempt from 
a major problem confronting all 
communities today: parking. Many 
hospitals have made provisions in 
their planning programs for ade- 
quate parking space, and many 
state agencies administering the 
Hill-Burton programs are now 
raising their requirements of land 
area for hospitals.’ 

Consideration of special patient 
care in hospital planning was 
marked during 1957. Interest con- 
tinued to grow in the establish- 
ment of chronic and convalescent 
units in connection with general 
hospitals, and nursing home fa- 
cilities either in connection with 
or operated by general hospi- 
tals. 19.20.21 

Psychiatric Units, Rehabilitation Facili- 
ties——Much consideration was given 
to the development of special 
psychiatric units within general 
hospitals. The year 1957 saw these 
units planned in many general 
hospitals. Early diagnosis and 
short-term care of the mental pa- 
tient seems to be coming more and 
more within the scope of the gen- 
eral hospital. 22 through 29 

Rehabilitation departments or 
facilities received much consider- 
ation in the planning of hospitals 
1957. The trend of this 
service being installed in the 
smaller hospitals and not depend- 
ing on the large rehabilitation 
center appears to be growing.” 
through 34 


during 


Construction costs have held 


steady or increased slightly. Sta- 


tistics compiled by the depart- 
ments of commerce and labor 
show considerable increase in hos- 
pital construction, which repre- 
sents 90 to 95 per cent of the fol- 
lowing figures: 

Private construction: 
1956—$296 million 
1957—$457 million 

Public construction: 
1956—$275 million 
1957—$306 million 

The average cost of hospital 

construction, as reported by the 
Department of Health, Education 
and Welfare for 1957 on 51 proj- 
ects is as follows: 

Bldg. and fixed equip. 


per sq. ft. per cu. ft. 

$22.89 $1.95 
Project cost 

per sq. ft. per bed 

$27.16 $17,300 

Budgeting of space received 


much more attention in the year . 
1957 than it has in the past. 
Studies have been developed al- 
locating space to certain areas, 
subject to local conditions, size of 
hospital, etc., and approaches have 
been made to allocate sufficient 
space to each respective depart- 
ment.35 

Mechanical Elements of Planning— 
The major developments in the 
mechanical elements of planning 
general hospitals were predomi- 
nantly in the field of air condi- 
tioning. One study showed that 
of 28 hospitals constructed from 
1949 through 1955, only one was 
air conditioned, whereas 15 out 
of 16 hospitals constructed in the 


same area from 1955 through 
1957 were completely air con- 
ditioned.36,37,38 

Another mechanical element 


that received much consideration 
in hospital planning was automa- 
tion. Many new mechanical de- 
velopments to improve this ele- 
ment of hospital planning and 
operation were introduced during 
the vear.38 through 42 
Developments on the nursing 
unit, such as innovations in util- 
ity room planning, locating nurs- 
ing stations next to physicians’ 
charting rooms, and setting up 
subnursing stations at remote dis- 
tances on large nursing units, re- 
ceived much consideration. 
Emergency departments of gen- 
eral hospitals were being planned 
larger and laid out more effi- 
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a ciently in 1957. The grimly in- 
73a creasing number of automobile 
accidents has placed a heavier 
burden on emergency depart- 
oe ments. The importance of locating 
ae the emergency department close 
to the outpatient department, 
| physical therapy department and 
ae other areas that could afford space 
ae for emergency care in time of 
disaster also received considera- 
tion. 

The installation of poison con- 
trol centers in a number of hos- 
pitals, usually in the emergency 
department, was described. These 
centers, with full facilities for ad- 


wire vising by telephone the antidotes 
ees and treatments for poisons, plus 
specialized equipment and trained 


personnel, were viewed as a vital 
community need.44,45,46 
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housekeeping 
e Administrative aspects 
of housekeeping 


e Keeping pace with new 
mechanical aids 


¢ Control of housekeeping costs 


by CHARLES R. GOULET 


INTRODUCTION 


HERE IS A Continuing interest in the impor- 
tance of the housekeeping function and its re- 
lationship to the total 


operation of hospitals. 


Emphasis is placed upon the significance of this 
activity in the maintenance of a sanitary environ- 
ment for the patient, the public and the hospital 
employee. Indeed, administrators and housekeep- 


ers alike recognize that the patient’s reaction to 
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hospital service is conditioned by 
his impression of the general 
cleanliness of the institution.! 

Housekeepers continue to face 
the ever present problems of per- 
sonnel recruitment, training and 
supervision. Increasing attention 
is given to the integration of the 
housekeeping function with other 
hospital services. As changes oc- 
cur in other phases of the hospi- 
tal operation, they necessitate 
adjustments within the house- 
keeping department. Attempting 
to retain a degree of flexibility to 
meet the changing needs and still 
utilize uniform ‘cleaning and 
maintenance schedules presents a 
great challenge to the executive 
housekeeper. 

Housekeeping procedures and 
cleaning agents must be subjected 
to constant evaluation if efficiency 
and economy are to be achieved. 
The department can also contri- 
bute to the planning of new facili- 
ties and equipment in an effort to 
minimize . continuing operating 
and maintenance costs. Effective 
departmental leadership is. es- 
sential to the accomplishment of 
these and the other diverse duties 
which are encompassed in a mod- 
ern housekeeping department. 

CURRENT PRACTICES 

Administration——Increased empha- 
sis is being placed upon selecting 
and training executive housekeep- 
ers who have real understanding 
of the administrative as well as 
the technical aspects of the posi- 
tion. Knowledge of the role he 
or she plays in the hospital or- 
ganization is essential, This is es- 
pecially true with respect to the 
housekeeping department’s rela- 
tionship to other departments 
such as nursing, dietary, laundry 
and maintenance.* As the house- 
keeper develops management 
skills, many of these complex 
problems can be resolved through 
effective organizational patterns, 
work schedules, supervision and 
evaluation.®? 

The housekeeper must work 
closely with the administrator in 
determining departmental objec- 
tives. His understanding and sup- 
port are vital to departmental ef- 
fectiveness.2 As objectives are 
translated into programs, atten- 
tion must be given to personnel 
selection and training, work 
scheduling and cleaning tech- 
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niques.” Because of the decentral- 
ized work locations of housekeep- 
ing employees, the programs must 
include adequate routine super- 
vision and inspection.!° 

Cleaning Methods—-The functions of 
the housekeeping department are 
centered around cleaning and 
maintenance procedures. Al- 
though many of these are routine, 
they must be constantly reviewed 
in terms of new cleaning agents 
and equipment. The development 
of procedural specifications facili- 
tates the training and scheduling 
of personnel.!!.12 

Specialized cleaning problems 
require technical knowledge of 
materials and equipment..4 
Many of these duties are non- 
routine and can be _ performed 
most effectively and economically 
through the use of labor-saving 
equipment. !5.16 

In developing procedures, the 
housekeeper must be aware of de- 
sired sanitation levels and special 
safety precautions which must be 
observed in achieving these levels. 
such factors are important not 
only to the patient and hospital 
employee but to the housekeeping 
employee as well.!’ The hazards 
in the use of solvents and acids 
and the dangers of contamination 
should be carefully explained to 
the employee.'® 

Economies——Control of housekeep- 
ing costs is primarily dependent 
upon a realistic analysis of depart- 
mental functions. Work quality, 
methods, employee work loads, 
supervision, supplies and equip- 
ment must be carefully evaluated 
and organized. Work standards 
and cost controls can then be 
established and finally the de- 
partmental budget can be pre- 
pared.'* Since the greater portion 
of the departmental budget is 
spent on personnel, techniques for 
the analysis of work schedules 
and production levels are essential 
to efficient - operation.”°.2!22 The 
careful purchasing and testing of 
cleaning supplies and equipment 
can result in real savings.”*> Con- 
trol of inventories of supplies in 
conjunction with purchasing 
should also be considered as a 
possible source of economy.** 
With the increasing use of spe- 
cialized cleaning equipment, the 
housekeeper should not overlook 
the necessity for planning for the 


proper inspection and mainte- 
nance of such equipment.” 

Personnel—Emphasis is still placed 
upon the shortage of qualified 
executive housekeepers. The Na- 
tional Executive Housekeepers 
Association, the American Hospi- 
tal Association and other inter- 
ested groups continue to study the 
problems of recruitment and 
training of such personnel.”® The 
training program at Michigan 
State University sponsored by the 
American Hospital Association 
continues to receive enthusiastic 
support. Internships and training 
programs have also been de- 
veloped to prepare individuals on 
the job.27,28,29 

Employee and supervisory se- 
lection still deserve a great deal 
of attention. Training techniques 
and programs require careful 
study if they are to be effectively 
utilized.30,31,32 
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HE PROVISION of a standard of 
living compatible with health 
and decency for those unable to 
provide it for themselves has been 
accepted by the government as a 
principle of public policy. 
Adequate medical care for the 
needy constitutes an important 
component of an adequate stand- 
ard of living resulting in the con- 
servation of health resources, the 
continuity of normal family life, 
and a reduction in dependency. 
Tax-supported medical care 
programs are now well estab- 
lished as to principle and goal, 
but have moved through many 
modifications of financing.! 


In 1955, the Department of 
Health, Education, and Welfare 
recommended separate federal 


matching of medical care expendi- 
tures for recipients of Old Age 
Assistance, Aid to Dependent Chil- 
dren, Aid to the Blind, and Aid to 
the Permanently and Totally Dis- 
abled. The department pointed out 
that although a 1950 amendment 
permitted the use of federal funds 
to match vendor payments to phy- 
sicians, hospitals, druggists and 
other providers of care, this 
amendment had been of limited 
value for two reasons: (1) Be- 
cause the individual maximum on 
matching was retained (for ex- 
ample, in OAA the federal gov- 
ernment could participate in the 
monthly total resulting from the 
addition of the money payment 
to each client and the vendor pay- 
ments for each client, but not to 
exceed $60.), the amount of ad- 
ditional funds made available for 
medical care was very limited;(2) 
the required fiscal procedures were 
very complicated. 

A number of states established 
pooled funds to minimize some of 
the difficulties inherent in the 1950 
legislation. But this device was 
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e Changes in state medical 


assistance programs 


¢ Solution sought in financing care 
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also subject to the maximum grant 
limitation. 

HEW believed that additional 
federal funds would widen the 
scope of essential medical care 
available to recipients and it was 
on this basis that the department 
recommended, therefore, the sepa- 
rate matching formula, which was 
passed by Congress in 1956 and 
became effective July 1, 1957.2 
Specifically, under this formula 
the federal government provides 
50 per cent of the amounts spent 
by the states in the form of ven- 
dor payments for medical care, up 
to $6 a month times the number 
of adult recipients and $3 a month 
times the number of child re- 
cipients. For example, in any 
state the maximum federal pay- 
ment would be $3 per month per 
adult and $1.50 per month per 
child. 

It was pointed out in testimony 
by the American Public Welfare 
Association and other organiza- 
tions that these amounts were in- 
sufficient to provide comprehen- 
sive care and that these were the 
same amounts originally proposed 
for this formula in 1948. At least 
one state, in examining the antici- 
pated effect of the new formula, 
estimated that this would not 
bring the state as much federal 
money as its pooled fund was 


currently providing. A _ further 
amendment was passed in 1957, 
therefore, and gave states the 
option in each public assistance 
category of choosing to remain on 
the old formula or changing to the 
separate matching formula. 


CURRENT PRACTICES 


FTER JULY 1, 1957, the effective 
date of the 1956 and 1957 
medical assistance amendments, 
there were a number of changes 
in state programs. Some states 
for the first time -took responsi- 
bility for providing state funds 
for vendor payments for significant 
amounts of medical care. This was 
particularly noticeable the 
western part of the country where 
a number of new programs were 
established and where a few ad- 
ditional states anticipate estab- 
lishing programs in 1958. Other 
states debated the issue. 
Changes in Methods of Payment— 
Other states, although not pro- 
viding additional items of service, 
changed their method of payment. 
In most of these the change was 
the adoption of vendor payments 
for the first time. In at least two 
states, however, comprehensive 
programs which had been com- 
pletely on the vendor payment 
basis in the past were changed to 
put certain items back on a money 
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payment basis so that every pos- 
sible federal dollar could be re- 
ceived. Particularly where hospi- 
tal care was involved in such a 
change in the payment method, 
serious administrative complexi- 
ties have resulted both for the 
hospital and the welfare agency. 

There have been some other 
changes during the past year 
which cannot be attributed to the 
federal formula. In one southern 
state where the state health and 
welfare departments had both car- 
ried responsibility for paying for 
hospital care—for the medically 
indigent and the public assistance 
group respectively—all responsi- 
bility now rests with the health 
department. This means, under the 
current legal provisions in this 
state, that no federal funds are 
available for hospital care, al- 
though it would be possible did 
state law permit for a contract to 
be entered into between the health 
and welfare departments so that 
federal funds could be used. In a 
western state with .a comprehen- 
sive program where expenditures 
had to be trimmed to fit the budg- 
et, the state agency has placed 
a limit on the number of days of 
hospital care for which payment 
will be made. 

In summary, review of move- 
ment in medical assistance pro- 
grams during the past year in- 
dicates that some states are 
initiating or expanding the scope 
of medical care programs for the 
needy, some have simply initiated 
vendor payment which is an ad- 
vantage to the hospital but some 
have reverted to other procedures 
in order to obtain more federal 
money; a few states have made 
no changes at all. 

Health insurance fer the 
During the Ist Session of the 
85th Congress (1957). legislation 
was proposed to provide hospital- 
ization and surgical care for social 
security beneficiaries. The Ameri- 
can Public Welfare Association’s 
“Federal Legislative Objectives— 
1958” stated, “Hospitalization 
costs of old-age, survivors, and 
disability insurance beneficiaries 
should be financed through the 
insurance program’’.4 

With reference to the Forand 
bill (H.R. 9467) the American Hos- 
pital Association stated: “l. The 
American Hospital Association is 


Aged 
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convinced that retired aged per- 
sons face a pressing problem in 
financing their hospital care. 2. It 
believes that federal legislation 
will be necessary to solve the 
problem satisfactorily. It has, 
however, serious misgivings with 
respect to the use of compulsory 
health insurance for financing hos- 
pital care even for the retired 
aged. 3. It believes that all pos- 
sible solutions must be vigorously 
explored, including methods by 


which the dangers inherent in the 


social security approach can be 
avoided. 4. It believes that the use 
of social security to provide. the 
mechanism to assist in the solution 
of the problem of financing the 
hospital needs of the retired aged 
may be necessary’ ultimately. 
However, it believes that every 
realistic effort should first be 
made to meet these needs promptly 
through other mechanisms utilizing 
existing systems of voluntary pre- 
payment”. 

Last fall the American Medical 
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Association stated: “The Ameri- 
can Medical Association has re- 
peatedly opposed compulsory 
health insurance and is unequivo- 
cally opposed to this new version. 
It has supported and promoted 
voluntary health insurance and 
other voluntary measures designed 
to promote individual and family 
economic security and responsi- 
bility. Progress in this direction 
has been phenomenal. Govern- 
ment intervention now would be 
fatal’’.® 
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e Purchasing equipment and supplies 


Orientation and training of .personnel 


e Achieving balanced operating procedures 
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INTRODUCTION 


— information in the field 
of laundry operation is an in- 
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dication of greater attention to 
this departmental operation in the 
field. of administration. In addition 
to the source of information from 
hospital related literature, there 
is an abundance of material in the 
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commercial area that is readily 
adaptable to the hospital laundry 
operation. Numerous articles from 
other countries have been written 
about laundries. These publications 
are not as readily available but 
should be given study when we are 
considering laundry problems. 

In the body of literature to be 
considered here, there have been 
no outstanding innovations noted. 
There is a continuing attempt to 
improve good laundry operation, 
an increased awareness of im- 
proved personnel relations, 
improvements in laundry equip- 
ment, studies of transmission of 
infections by linens, .and con- 
tinued study of good layout and 
flow of work for efficient and eco- 
nomical laundry service. 

An evolutionary change in com- 
mercial laundering has been noted. 
With better laundry equipment for 
home use and competing self-serv- 
ice laundries for home washing, 
the commercial laundry has had an 
increasing interest in promoting 
laundry service to hospitals and 
institutions. 


CURRENT PRACTICES 


Administration—In reviewing the 
total of the hospital operation, ad- 
ministration is continuously 
concerned with efficient and eco- 
nomical operation of each depart- 
ment.! The departments are under 
constant review to improve their 
service and reduce expenses. With 
more attractive rates from com- 
mercial firms, the hospitals are 
reviewing and _  =justifying’§ the 
operation of their laundries.? 

Hospital administrators, in _re- 
viewing laundry management, 
laundry equipment and planning 
or areas where services can be 
improved, are using other hospi- 
tal operations as a guide.“ The 
operation and equipment of laun- 
dries in foreign countries has been 
investigated by several interested 
institutions and companies in this 
country.‘ In receiving helpful ideas 
from foreign operations, we must 
bear in mind such factors as lower 
salary cost which will have an 
effect on their mode of operation 
as compared with ours. 

Commercial Laundries—As has pre- 
viously been mentioned, hospitals 
are reviewing economical perform- 
ance of their on-the-premises 
laundries. Many administrators, 
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particularly in the smaller hos- 
pitals, frequently are confronted 
with the problem of operating 
their own laundry or employing 
a commercial firm. Very good 
arguments are advanced by hospi- 
tal laundry people and also by 
commercial firms relative to this 
problem. These should be studied 
and weighed carefully, and it 
should be kept in mind that 
today’s laundry equipment has 
been designed to meet a variety 
of needs for any size institution.® 
Cost and Economies—Concurrent 
with good quality production for 
the best patient welfare and com- 
fort, we think of cost savings and 
economies that can be effected. 
Since labor is one of the major 
cost items in the hospital opera- 
tion, many laundries are being 
equipped with the latest labor 
saving devices.’® Since machine 
operation is not the only item of 
expense in the department, other 
factors should also be considered. 
Cost of supplies should be con- 
stantly reviewed and market 
trends followed. Several smaller 
hospitals that established 
laundries of their own have found 
that the operation has netted them 
considerable savings and improved 
service to the hospital.!° Hospitals 
using commercial firms are review- 
ing their laundry problems to note 
areas where costs can be reduced 
and linen losses prevented. Specific 
controls have been established and 
have been of considerable ad- 
vantage to both parties.!! 
Equipment and Supplies——The laun- 
dry manager should have an op- 
portunity to participate in the 
planning involving purchase of 
hospital laundry equipment and 
supplies. A national survey of a 
considerable group of hospitals in- 
dicates that a number of different 
methods are used in laundry pur- 
chases. The survey report offers 
several clues for the improvement 
of purchasing if this area.!2 Pos- 
sibly as a result of the employment 
of better trained men in the laun- 
dry field, a considerable amount 
of purchasing is done exclusively 
by the laundry manager. If better 
management is provided in hos- 
pital laundries, it is equally im- 
portant to provide the manager 
with good equipment to produce 
an efficient department.!% If well 
selected equipment is provided, 


improved operations will result, 
as well as less maintenance prob- 
lems to slow down the department 
procedure.'4.15 Modernized equip- 
ment and its operation creates an 
additional interest in safeguarding 
future operation of this machin- 
ery. 16 

In addition to reviews of the use 
and cost of supplies used in the 
laundry, valuable tips have been 


advanced relative to water sof- 
tener care.!’ 
Various medical disinfecting 


agents have received considerable 
attention owing to the current con- 
cern Over nosocomial infections.!8 
Impregnation of linens with chemi- 
cal agents has been considered 
with a-*view of reducing skin di- 
sease of respiratory diseases and 
staphylococcal infections.!® 

Group Laundries——Several areas in 
this country have made attempts at 
sharing laundry services through 
a central laundry.”® Possibly the 
greatest effort with group or cen- 
tralized laundry service is being 
tried at present in other coun- 
tries.21 This type of activity has 
been viewed with considerable in- 
terest for economy of operation 
and satisfaction of service.*? 

Personnel——Good human relations 
is a constant concern to the laun- 
dry manager to improve the morale 
of his department.** This improve- 


ment in relations aids both the 
employer and the employee in 
achieving common  objectives.”4 


The total aspect of human relations 
is not the employee alone. Total 
relations depends upon the under- 
standing of the laundry manager 
and the policies and attitudes of 
the administration of the hos- 
pital.25 

Selection and training are vital 
for all levels of employees in the 
laundry. Tests for unit supervisors 
in the operation aids in selecting 
the right person for the job.7® 

Training programs are equally 
important for other employees in 
the hospital who need special 
techniques in handling various 
types of hospital linen processed 
by the laundry.*’? The. program, 
however, should not stop with 
orienting other hospital person- 
nel directly responsible for han- 
dling hospital linens, but all per- 
sonnel of the hospital should be 
introduced to the laundry and 
understand the skills needed and 


HOSPITALS, J.A.H.A. 


scientific functions performed in 
this department.28 

Planning—-A laundry department, 
to be efficient, in addition to other 
factors must be concerned with 
good and intelligent planning. In 
original construction or in re- 
organization, layouts should be 
given particular attention.29 Well 
planned layouts will boost ef- 
ficiency and reduce cost of opera- 
tion of the department.*41.32 
In addition to intradepartmental 
planning and layout, other fac- 
tors affecting laundry costs should 
be considered, such as chuting 
soiled linen into the department 
to reduce transportation and labor 
costs.34 

We should constantly review our 
laundry lay-outs and plan for 
future improvements. Particularly 
in new construction, one should 
plan as far ahead as possible to 
provide for future needs of the 
hospital. 

Procedures—-Because washroom 
procedures are all-important to a 
good quality linen service for a 
hospital, this is a point at which 
good linen service starts. The 
laundry manager should, there- 
fore, strive to achieve proper bal- 
ance in the laundry operation and 
work toward the point of maxi- 
mum return of this operation.*® 
To be assured of maximum re- 
turns in the operation, he should 
understand the fundamentals of 
washroom procedure.*? In follow- 
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ing good washroom practice, there 
should be methods for testing per- 
formance. The manager should be 
alert to tests that indicate proper 
temperature, minerals in_ the 
water, misuses of bleach and use 
of other testing devices.** He 
should explain to the laundry 
personnel in simple language the 
purposes of pH testing and titra- 
tion.” After laundry workers 
have become acquainted with 
routine laundry operation and 
uses of the various items of 
equipment,!5.42.43 they should also 
be instructed in the methods of 
handling various types of. soiled 
linen.42 More specialized training 
and instruction can be’ given in 
the area of stain removal,® fabric 
dyeing and laundering™ and the 
handling of decontamination of 
radioactive linen.*® With the use 
of the new miracle fabrics in the 
hospital, special reclamation in- 
structions are necessary for such 
fabrics as nylon and dacron.* 
Periodic reviews are also neces- 
sary to be up to date on the 
handling of various cottons.* 

Since the laundry manager is 
closely associated with linen con- 
trol, or in many instances is in 
direct charge of the distribution 
of linen, it is necessary for laun- 
dry managers to understand the 
fundamentals of distribution and 
contro]. 

Service Sources—-Advice on wash- 
room problems and other aspects 
of laundry operation are obtain- 
able from “Service from Head- 
quarters’ in HOSPITALS, J.A.H.A., 
and ““‘Washing Problems Clinic” In 
the American Laundry Digest. 
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INTRODUCTION 


GREAT MANY articles have been 

written during 1957 on the 
three types of libraries usually 
found in the hospital setting, 
namely: medical, nursing and pa- 
tient libraries. Administrators ap- 
pear to be focusing much more 
attention on the medical and nurs- 
ing library since this area was 
reviewed by the Joint Commission 
on Accreditations of Hospitals. 
Recommendations of the Commis- 
sion made it mandatory for hospi- 
tals to maintain a medical refer- 
ence library in hospitals which 
train residents and maintain nurs- 
ing schools. Library service to 
patients is considered important 
since it provides rehabilitation for 
patients and assists in their re- 
socialization which carries over 
when they return to the commun- 
ity.2° Research in the field of bib- 
liotherapy has made those con- 
cerned with patient care more 
aware of the effects of reading on 
the individual patient.?! 

Since the value of libraries is 
widely accepted by administrators 
in general, the following points 
might be made: (A) Good patient 
care stems indirectly from the 
library as the center of educa- 
tional activities; (B) The library 
should give service to all con- 
cerned with patient care, from the 


Margaret M. O’Toole is president of the 
Association Hospital and Institution Li- 
brarians, a division of the American Li- 
brary Association, and chief librarian, 
Veterans Administration Hospital, Min- 
neapolis. 


54 


ANNUAL ADMINISTRATIVE REVIEWS 


top administrator and consultant 
on down; (C) The well stocked 
library is the laboratory where the 
resident and consultant can study, 
do research and keep abreast of 
the fast moving advances in all 
branches of medicine.!! 


CURRENT PRACTICES 


O MEET THE needs of the Joint 
Commission it was emphasized 
that the library should meet the 
requirements for each individual 
hospital. Where a residency train- 
ing program exists basic books, 
monographs, and current journals 
must be available, be properly 
classified and catalogued. Hospitals 
engaged in research programs 
need more specialized materials. 
It is pointed out in the literature 
that a good library is absolutely 
essential to the training program.! 
Staffing—Since well trained li- 
brarians are at a premium!’ suf- 
ficient other personnel should be 
provided to assure proper service 
to the staff. Much attention is cen- 
tered on the training of the medi- 
cal librarian!5.!9 since the success 
of the program depends to a large 
extent on her abilities, personality 
and education. Her willingness to 
serve the busy doctor can save 
him many hours in the day. Some 
libraries make use of volunteers in 
this area since they can be trained 
by the librarian and relieve her 
to perform more professional 
duties that she alone can do. Ad- 
ministrators must remember that 


library service 
¢ Well trained hospital 
librarians at a premium 


e Library programs increasing 
for aged and children 


e Research aspects of hospital 
library services 
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it takes time to train such a per- 
son but it is usually worth while 
as most volunteers return to the 
community and spread the news 
of the library activities.‘ 

The salary of the librarian should 
be adequate considering her edu- 
cation and experience; she ‘“‘should 
be well paid and dynamic in per- 
sonality and have a great willing- 
ness to serve the hospital staff.’’5.1° 

The position of librarian can be 
utilized best .if she is assigned to 
an integrated library (medical, 
nursing and patients) where one 
librarian acts as coordinator for all 
the library service.48 The experi- 
enced librarian will know how to 
get the most for her budget, the 
best place for locating the library 
in the hospital, will know space 
and equipment requirements, etc. 
She will know how to sell the 
library to the staff, how to save 
their precious time, how to stimu- 
late and invite their research ques- 
tions. She will know where to 
borrow important materials needed 
by the staff on interlibrary loan. 
She will know how to consolidate 
several collections scattered around 
the hospital which will result in 
savings of funds and greater ad- 
ministrative efficiency. The Vet- 
erans Administration Library 
Service is an excellent example of 
consolidated library service.’ 

The librarian should be given 
the time to attend conferences 
that will add to her store of in- 
formation about what is going on 
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in the hospital—*what special re- 
search programs and new programs 
will be started. The more she 
knows about what is going on in 
the hospital, the better prepared 
she will be to assist staff with li- 
brary materials needed for new 
projects. She should be allowed 
leeway to publicize the library to 
the staff and given adequate space 
on bulletin boards throughout the 
hospital, space in the hospital or 
staff newspaper to call attention to 
new materials, films, aids to teach- 
ing, etc., that have been received 
in the library. 

The medical librarian may not 
be a medical record librarian. The 
two services are totally different 
and separate and should function 
apart. The training for each posi- 
tion is entirely different. 

Medical Library Advisory Committee — 
The literature stresses the need 
for the librarian to have the sup- 
port of well selected, alert and 
intelligent members on a medical 
library advisory committee. A 
member of the nurse-education 
staff should be included on this 
committee. This committee can be 
of great assistance to the librarian 
in suggesting proper materials to 
be added to the library, developing 
policies and supporting her in the 
operation of the library.’ 

Location of the Library—The library 
should be centrally located. If pos- 
sible, near elevators, near the en- 
trance to the outside parking lot, 
and adjacent to doctors’ and 
nurses’ dining areas. “The library 
should be comfortably furnished 
even to big, deep ashtrays, coat 
racks and be properly’ venti- 
lated.’’22 

Budget——The literature stresses 
that the library budget should be 
allocated in the over-all hospital 
budget. “A library cannot exist on 
donations.”!2 The budget should 
allow for purchase of materials 
needed by the various services in 
the. hospital, for current periodi- 
cals, and for binding journals to 
be retained for future use.!? Hos- 
pital administrators will find the 
means for adequate budgets when 
they realize the value of libraries 
in improving patient care and pre- 
paring better trained professional 
personnel. Most hospital adminis- 
trators want to make their hospi- 
tal the “best” in the fields of 
health, education and research. 
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Since current periodicals give the 
latest and best information on 
housekeeping service, personnel 
relations, and dietetics, the admin- 
istrative staff will also be up to 
date and be able to provide the 
best possible care to patients by 
reading the current issues as they 
are received in the library. 

Nursing lLibrory—-Nursing educa- 
tion hinges on the proper use of 
the library by the students and 
regular nursing staff. One writer’ 
says “a good nursing library has 
at least 1,000 books with at least 
100 new ones added each year and 
has access to loan of materials from 
nearby larger or more specialized 
libraries.”” The literature’ also 
stresses the importance of having 
the librarian attend staff meetings 
and to work as closely as possible 
with the nursing school faculty.! 
For the new librarian the most im- 
portant tool is Handbook of Medi- 
cal Library Practice by Janet Doe, 
2nd. edition, 1956, published by 
American Library Association, 
Chicago, Ill. This book discusses 
library organization and suggests 
materials to include in the library. 
The United Hospital Fund of New 
York’s Planning for the Hospital 


Library gives the best recom- 


mendations for planning the lay- 
out of the nursing library.!® One 
writer? suggests that the librarian 
have other types of materials in 
the nursing library in addition to 
medical materials. She suggests 
materials of a cultural nature to 
acquaint students and staff with 
other avenues of interest which 
will broaden their background, 
promote fitness for the job and 
develop qualities of leadership.® 
Nurses and students should be- 
come acquainted with and utilize 
the public libraries. 

Patients Librory——-Much emphasis 
is given to the availability of read- 
ing materials for the patient. Book 
cart visits on the wards?.*® empha- 
size particular service to long-term 
and geriatric patients. Special pro- 
grams for the senior citizen patient 
and children appear to be increas- 
ing in most hospitals. It has been 
suggested that Hbrarians should 
know as much as possible about 
their patients.'.6 This is accom- 
plished by librarians attending 
lectures and conferences pertain- 
ing to patient problems. The 
knowledge the librarian can con- 


tribute regarding patient reading 
is always of value to the doctor 
treating the patient. 

Again mention is made to the 
personality of the librarian and her 
willingness to serve her patrons. 
The decor and arrangements of the 
library are also of importance.” 
One librarian states “it is what the 
librarian puts of herself into the 
library that makes the library.” 

One new approach is the team 
concept of the librarian working 
with other disciplines serving the 
patient, meeting weekly to dis- 
cuss their progress with the pa- 
tient and how they are meeting 
his needs.?! 

The use of the library as a means 
of resocializing the long-term pa- 
tient is another approach. Group 
activities centered in the library 
such as current events clubs, hobby 
hour, films, music hour, special 
speakers and exhibits serve to 
make patients aware of the serv- 
ice.25 One librarian reported suc- 
cess with special treatment pa- 
tients by taking the book cart out 
on the lawn on warm days, having 
volunteers serve cool drinks and 
allowing the patients to choose 
materials from the cart and sit in 
the sun or shade, as they wished, 
and read.*6 

Visual Aids——-Page turners are now 
available in four different types 
and are most useful for ampu- 
tees and patients suffering from 
burns. Prisma glasses, hand 
lenses, talking book machines, 
projected book machine (books on 
film) are also available for use 
by special patients. 

Bibliotherapy——The Bibliotherapy 
Committee, Association Hospital 
and Medical Librarians, a divi- 
sion of the American Library As- 
sociation has recently received the 
approval of the ALA executive 
board to proceed on the research 
project which will outline basic 
questions and identify areas 
worthy of research regarding the 
effects of reading in hospitals and 
institutions.'62! Various founda- 
tions are interested in this project 
which will take about 18 months 
to complete. Other groups serving 
the reading needs of adults and 
children have expressed an interest 
in this worthwhile project. The 
proposal is ready to be presented 
to a fund granting organization. 

Summery—1. The Joint Commis- 
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sion on Accreditation of Hospi- 
tals’ report requires each hospital 
training residents and nurses to 
have a medical library adequate to 
its needs. 

2. It is generally accepted that 
a good library affects the morale 
of the whole hospital and certainly 
adds much to raising standards of 
teaching and research projects. 
Continued education of staff and 
consultants is paramount to bet- 
ter patient care. 

3. Librarians appear to be at a 
premium. Administrators and phy- 
sicians can do much to assist in re- 
cruitment by pointing up the needs 
for these positions in the total hos- 
pital setting. Workshops and in- 
service training programs for li- 
brarians are inereasing. 

4. The librarian having charge 
of an integrated library program 
has by far the best chance of giv- 
ing maximum service to staff. The 
success of the library program de- 
pends to a large extent on the li- 
brarian. 


INTRODUCTION 


REVIEW OF THE literature of 
1957 in the field of medical 
record science and/or medical 
” Doris Gleason. C.R.L., is executive di- 
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5. A medical library advisory 
committee should be established 
to assist and support the librarian 
in policies and operation of the 
library. 

6. There is widespread interest 
in the research aspects of biblio- 
therapy and the psychological ef- 
fects of reading upon patients in 
hospitals and institutions. Several 
fund-granting organizations have 
expressed an interest in the areas 
worthy of research on this prob- 
lem. 
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record departments reveals sev- 
eral interesting. factors. These 
may be summarized as follows: 

1. There is a growing realiza- 
tion that although the medical 
record department is not truly an 
income department, the medical 


medical 


¢ Record keeping in 
specialized institutions 


e Legal aspects of 


records 


© Mechanical equipment 
for record keeping 
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record which it retains has true 
financial significance to the insti- 
tution in the event of legal im- 
plications. 

2. Differences do exist in pro- 
cedures relative to maintaining 
medical record systems in general 
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hospitals versus clinics, and vari- 
ous types of chronic disease facili- 
ties. 

3. The American Association of 
Medical Record Librarians, the 
professional organization in the 
field of medical record science, 
is aware of its professional re- 
sponsibilities with regard to in- 
vestigating and studying current 
medical record standards. 

4. There is a need for evaluating 
the procedures being performed 
in medical record departments in 
the light of their utilization to the 
institution. 

5. Mechanical aids are being 
used in medical record depart- 
ments to enable the staff to cope 
with increased demands being 
made on department services. 

The value of accurate and com- 
plete medical records is becoming 
more apparent to all persons for 
whom they are maintained—the 
patient, the physician, and the 
institution. Hand in hand with 
this realization is the understand- 
ing of the importance of having 
qualified medical record person- 
nel: The demand for graduates of 
approved schools far exceeds the 
supply. 


CURRENT PRACTICES 


Administration—Although there 
have been few, if any, changes in 
the basic principles underlying 
the organization and management 
of a medical record department, 
there has been a keen realization 
of the need for evaluating the de- 
tail necessary in maintaining a 
department in a small hospital vs. 
a teaching hospital, as well as a 
need for developing procedures for 
institutions such as chronic dis- 
ease facilities, clinics, etc. 

Three main facets must be con- 
sidered in administering any de- 
partment: physical layout, equip- 
ment, and personnel. Accessibility 
of the record must be the primary 
consideration in determining prin- 
ciples of record keeping. This is 
particularly true with respect to 
physical layout. Poor administra- 
tion will result where there is an 
insistance on being theoretically 
idealistic rather than practical.! 
It is the responsibility of the medi- 
cal record librarian to know the 
basic requirements for a medical 
record department and to work 
with her medical staff and ad- 
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ministrator in developing policies 
which will insure the recording 
of accurate and complete medical 
records. It is also her responsi- 
bility to maintain the medical 
record department in such a way 
that the information will be 
readily available with the least 
amount of effort and the smallest 
amount of expense to the institu- 
tion. 

Most of the principles developed 
through the years for medical rec- 
ords and medical record keeping 
pertain primarily to the needs of 
general and short-term hospitals. 
It has been apparent during the 
past few years that these princi- 
ples did not adequately meet the 
needs of chronic disease facilities. 
In the interest of evaluating exist- 
ing methods of medical record 
keeping in such institutions, the 
AAMRL obtained a research grant 
from the U.S. Public Health Serv- 
ice. This grant financed a work- 
shop for approximately 50 per- 
sons employed in such facilities. 

The purpose of the workshop 
was to discuss the needs for medi- 
cal record keeping in chronic dis- 
ease facilities and to recommend 
new procedures or changes in cur- 
rent procedures. The workshop met 
in Washington, D.C., in November 
1956 and the proceedings were 
published late in 1957. Persons 
in attendance at the workshop 
made several important recom- 
mendations concerning the need 
for establishing new procedures 
and also some recommendations 
concerning existing minimum 
standards for medical records— 
recommendations which it would 
appear would be of interest to 
anyone employed in an _ institu- 
tion dedicated to care of patients 
with chronic diseases.*-6 

The steady increase in the num- 
ber of medical clinics introduces 
another problem into the realm 
of medical records administration. 
While such facilities do not at the 
present time employ many quali- 
fied medical record. personnel, it 
is apparent that medical records 
will undoubtedly be one of the 
requirements for accreditation of 
such facilities, if and when an 
accrediting agency is established 
for such institutions. Accurate and 
complete medical records must be 
maintained in clinics for the same 
purpose they are maintained in 


hospitals. Statistics printed in a 
study prepared by a student en- 
rolled in the graduate program 
of hospital administration at the 
State University of Iowa reveal 
many interesting aspects as to the 
current practices of medical rec- 
ord keeping in clinics.’ 

The medical record librarian of 
today is being given the challenge 
of utilizing her skills in many 
different types of institutions— 
including local and state health 
departments, student health cen- 
ters, industrial health centers, etc. 
Successful employment in any one 
of these set-ups, as in any other 
type of medical record service, 
depends upon her ability to utilize 
the basic education and training 
she has received plus the inaugu- 
ration of new principles inherent 
in the particular circumstances 
under which she is employed.® 

Filing Techniquves—-The past few 
vears have witnessed a change 
from the conventional or straight 
numerical filing of medical rec- 
ords to that of terminal digit filing, 
a system being utilized effectively 
in both large and small hospitals. 
During the past year another sys- 
tem of filing known as the middle 
digit filing system has come into 
use.’ The author of an article on. 
this system, which, as its name 
suggests, uses the third and fourth 
digit from the right of a six-digit 
number, gives essentially the 
same assets for its use when com- 
paring it with straight numerical 
filing as one would find when out- 
lining the assets of terminal digit 
filing. However, the author of the 
article recommends it over the 
latter because he finds that it takes 
less time to sort according to the 
middle digit and less time to file 
or pull charts. This is said to be 
particularly true where there is 
an active outpatient department. 

Open shelf filing is being used 
more and more frequently in 
medical record departments, with 
a resultant decrease in the amount 
of space required to file records 
and a reduction in cost of filing 
equipment. 

Regardless of what system of 
filing is used, a separate record 
should be maintained on every 
patient cared for in an institution 
or hospital, regardless of whether 
the patient is a newborn, pediatric 
or adult patient. The newborn’s 
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record should be filed as a sepa- 
rate entity from the mother’s rec- 
ord. Both records are tools for 
evaluating the quality of maternal 
care given in any institution.!® 

Equipment—The past year has 
seen an increase in the amount of 
mechanical equipment being used 
in medical record departments of 
both large and small hospitals. A 
time study conducted at the New 
York Hospital, New York City, 
showed that the installation of 
electric typewriters in the typing 
pool increased production by ap- 
proximately 32 per cent. While 
the initial cost of the equipment 
was high, increased production 
brought a substantial dollar sav- 
ing, an achievement made more 
Significant by the fact that the 
work load was mounting and the 
supply of trained personnel was 
decreasing.!1! 

Photostatic equipment appears 
to be becoming more and more a 
necessity for medical record de- 
partments in view of the increase 
in demands for information from 
medical records. General hospitals 
find that such equipment boosts 
efficiency and enables them to 
render service promptly. One such 
hospital stated that both the initial 
cost and operating expense of a 
copying unit were covered many 
times over by a nominal service 
charge. 12,13 

Nomenclature and Classification— The 
controlled study by the American 
Hospital Association and_ the 
AAMRL of the use of the Inter- 
national Statistical Classification 
as an indexing tool for hospital 
records is currently being evalu- 
ated. It is anticipated that results 
will be available for release in 
the fall of 1958. Every effort has 
been made to conduct this study 
on a sound research basis, inas- 
much as the results could have 
an important effect upon the clas- 
sification systems now used by 
hospitals and institutions.!* 

The Standard Nomenclature of 
Diseases and Operations is, of 
course, both a nomenclature and 
a classification system. Hospitals 
now using it as a classification 
system, as well as those interested 
in adopting it, should be certain 
that they adopt a system that will 
best suit the requirements of their 
institution—both from an_  eco- 
nomical and practical standpoint. 
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The maintenance of a tumor 
registry is not a requirement for 
accreditation by the Joint Com- 
mission on Accreditation of Hos- 
pitals. Many hospitals, however, 
maintain a tumor registry either 
for staff use or because the Ameri- 
can College of Surgeons requires 
a tumor registry for approval of 
a cancer clinic. Some _ hospitals 
use the International Statistical 
Classification as the classification 
media for a tumor registry; others 
use the Standard Nomenclature. 
Where the latter is used, cards 
are usually filed by etiologic 
sequence, thus permitting cases of 
the same type to be grouped to- 
gether.16 The establishment and 
operation of tumor registries has 
been frequently handicapped by 
the difficulty of obtaining a com- 
plete listing of all patients to be 
listed in the registry. This listing 
can be obtained from a diagnostic 
index maintained by hospitals— 
a simple matter if the Interna- 
tional Statistical Classification has 
been used as the classification tool. 
The problem is more complex if 
the Standard Nomenclature has 
been used. The problem can be 


lessened, however, if the disease | 


index is maintained on punched 
cards.1? 

Legal Aspects—The patient’s medi- 
cal record is recognized as one of 
the most important sources of 
protection to the hospital in the 
event of litigation. Many a lawsuit 
involving hospital corporations 
and hospital employees has been 
won or lost on the strength or 
weakness of a medical record. A 
realization that the medical record 
can usually be _ introduced in 
evidence at trial should be an in- 
ducement to every hospital ad- 
ministrator to inaugurate a pro- 
gram of inservice education in the 
proper preparation of the patient’s 
medical record. It has _ been 
recommended that the legal coun- 
sel who represents the hospital be 
invited to discuss the legal im- 
plications of medical records at 
a joint physician-nurse meeting 
or at separate sessions.'8 

Although the medical record 
itself is the property of the hos- 
pital, the information it contains 
is the property of the patient. The 
hospital must exercise judgment 
in disclosing information from the 
record or be open to civil liability. 


Ordinarily, hospitals have released 
information only with the written 
consent of the patient and attend- 
ing physician, but this procedure 
many times results in an increas- 
ing loss of administrative time and 
perhaps even in bad feeling be- 
tween the hospital and those seek- 
ing the information for legal pur- 
poses. It appears as if there might 
be a need for an evaluation in the 
light of current practices of some 
of the policies which have become 
almost traditional with respect to 
releasing information from medi- 
cal records. Until these policies 
have been thoroughly reviewed 
and re-appraised it appears as if 
hospitals of necessity should be 
guided by policies insuring legal 
immunity.’ Careful attention 
must. be given to the formulation 
of policies governing the release 
of information, preparation of 
consent forms, and the release of 
information to third party pay- 
ment cases, research personnel, 
and governmental agencies.?° 

The Internal Revenue Code of 
1954 contains a provision that its 
agents may examine the books and 
records kept in the ordinary and 
usual course of business in a hos- . 
pital. This code entitles the In- 
ternal Revenue agent to inspect 
the records of a hospital to obtain 
the names and addresses of a phy- 
Sician’s patients, but the hospital 
still has the obligation to see that 
treatment or diagnosis is not dis- 
closed.?! 

Professional Activity Study—Several 
articles concerning the work being 
performed by the Commission on 
Professional and Hospital Activi- 
ties, Battle Creek, Mich., were 
published in 1957. Inasmuch as 
this group is dependent upon the 
medical records being maintained 
in affiliated hospitals for informa- 
tion on which reports are based, 
these articles should be of inter- 
est to every medical record li- 
brarian and  administrator.22.24 
Although this group does relieve 
the medical record librarian of 
many of the time-consuming as- 
pects of medical record keeping, 
it must be borne in mind that the 
reports returned to a hospital will | 
be only as good as the medical 
record from which the informa- 
tion is taken. The person prepar- 
ing or supervising the submission 
of reports to the commission must 
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have a knowledge of the basic 
principles of good medical record 
keeping. The medical record li- 
brarian is the keystone of the 
whole of the professional activity 
study.*4 


1. Lincoln, H. B. Record department ad- 
ministration, p oe plant, functional 
and other factors. J.Am. 

Rec.Libns. 28:149 Aug. 1957. 

2. Babcock, K. B. Medical records. J.Am. 
A.M.Rec.Libns. 28:153 Aug. 1957 

3. McGuire, H. Medical records and 
reports in chronic disease facilities. 
J.Am.A.M Rec.Libns. 28:5 Feb. 1957. 

4. Proceedings of the workshop on stand- 
ards and procedures for medical rec- 
ords and reports in chronic disease 
hospitals. American Association of 
Medical Record Librarians, 1957. 

5. Medical records and record keeping. 
Ment. Hosp. 8:38 Feb. 1957. 

6. Curtis, M. R. Com 
the long-term hospital. 


rehensive card in 
J Am.A.M Rec. 


ibns. 28:57 April 1957. 

7. Barry, D. Adequate medical rec- 
ords in group medical practice. Gradu- 
ate Program in Hospital Administra- 
tion, State University of Iowa, lowa 
City. 1957 (Thesis). 

8. Gibson, G. M. Function of a medical 


record librarian in a student health 
service. J.Am.A.M.Rec.Libns. 28:105 
June 1957. 

9. Eitel, D. R. Middle digit filing system 
eases medical record storage prob- 
a. HOSPITALS, J.A.H.A. 31:58 May 16, 
1957 

10. Lincoln, H. B. Medical records in 


maternity care. Bull. Mat.Welfare 

Sept.-Oct. 1957. 
ll. Lincoln, H. B. and Sherber, J. Electric 
typewriters can save time and money. 
OSPITALS, J.A.H.A. 31:58 Nov. 16, 1957. 
L. Modern office copying 
ome efficiency. Hosp.Mgt. 84:87 
1957 
Hill, F. Push the button and there's 
the record. Mod.Hosp. 88:84 Jan. 1957. 
Annual report: executive director. J 
Am.A.M Rec.Libns. 28:244 Dec. 1957 
Gleason, D. Group indexing in the 
smaller hospital. J.A.H.A. 31: 


60 July 1, 1957. 
Thompson, E. T. and Slaughter, D. P. 


Standard nomenclature 
cancer clinics. J.A.M.A. 163:113 
30, 1957. 
Vermillion, C. Location of tumor diag- 
noses in a standard nomenclature 
punched-card disease index. J.A.M.A. 
165:2184 Dec. 28, 1957. 
Regan, W. A Medical records—a 
source of protection or an indictment 
in court? Hosp.Prog. 38:68 Dec. 1957. 
Ludlam, J. E. and McCabe, T. A., Jr. 
Disclosure of medical record informa- 
tion: a reappraisal. Part I. HosprrTa.s, 
JAMA. 31:53 July 16, 1957. 
Ludiam, J. E. and McCabe, T. A., Jr. 
Disclosure of medical record informa- 
tion: a reappraisal. Part Il. Hosprrats, 
1aRS. 31:56 Aug. 1, 1957. 

napem, W. A. Medical records and 
rig of inspection under interna! 
revenue code JAm.A.M Rec.Libns. 
28:109 June 1957 


Slee, V. N. Statistical study aids medi- 
eal record use. Mod.Hosp. 88:51 May 


Myers, R. S. and Slee, V. N. Audit 
shows hospitals where they stand. 
Mod.Hosp. ‘57 June 1957. 

Kincaid, W. H. The professional! activ- 
ity study and medical records. J.Am. 
A.M Rec.Libns. 28:53 April 1957. 


in 
March 


17. 


19. 


21. 


24. 


ANNUAL ADMINISTRATIVE REVIEWS 


FLOW PROCESS CHART a 
Gens 
chant tees 
oF... | 
| 
| 
| 
| — ot + - ——4 
| 
Hin 
| 
” 
‘ iT 
ii} 
iT 
OV 
- 
INTRODUCTION of his responsibilities. Many such 
techniques have been successful. 
TEADILY RISING costs, a con- O . 
ne techni Ss 
tinuing shortage of skilled q g g 


personnel, and the constantly in- 
creasing complexity of organiza- 
tion required to provide a high 
standard of hospital service have 
combined to force the alert ad- 
ministrator to seek new tech- 
niques to facilitate the fulfillment 
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wide acceptance is an organized 
methods improvement program, 
an administrative tool almost un- 
heard of in hospitals a decade ago, 
but one being tested and used by 
an increasing number of hospitals 
today. In industry, where they 
had their origin, organized meth- 
ods improvement programs have 
been effective in reducing costs, 


methods improvement 


e Centralized and decentralized 
improvement programs 


e How to start a methods 
improvement program 


e Where to get help 
on specific problems 


by CHARLES 8B. WOMER 


in achieving better utilization of 
personnel, equipment, and sup- 
plies, in developing personnel, 
and in improving employee team- 
work and attitudes. 

Two Basic Approaches—There are 
two basic approaches to organized 
methods improvement, both of 
which have been used successfully 
in industry, independently and in 
combination with one another. 

One approach, often called the 
decentralized approach, is to seek 
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improvement from within the 
line organization. Its objective is 
to develop an improvement- 
consciousness in the employees 
of an organization and to moti- 
vate them to suggest and make 
improvements in their’ work. 
A work simplification program, 
in which this consciousness and 


departments and the use of out- 


hospitals in recent years, Since 
this is the first review in this 
Journal regarding subject, 
references from years prior to 
1957 are included. 

Most Popular Program——The work 
simplification program is by far 
the most popular decentralized 
program to be adapted to hospi- 


equal, the interdepartmental ap- 


available for consultation regard- 
ing particular problems.) 
Although most of the more 
highly developed programs are 
found in the larger hospitals, no 
hospital is too small to have a 
methods improvement program of 
some kind. One small hospital ad- 
ministrator has assumed the posi- 


point is more adaptable to hospi- 


— motivation are achieved through tals.'2 In a well organized work tion of part-time methods 
ae training, recognition, etc., is the simplification program, employees improver herself, utilizing tech- 
Sg, most common example of this ap- are taught why they should take an niques culled from the literature 
og proach. interest in improving their work, and attendance at institutes.!! The 
sa The second, or centralized ap- how to analyze and improve a job volunteer services of a local engi- 
3 proach, is one in which basic re- through the use of some of the neer have enabled another small 
i sponsibility for making methods basic tools of methods improve- hospital to make improvements in 
=e studies and developing improve- ment, and how to meet the human several areas.!” 
oa ments is vested in a single person relations problems __involved.*4 There are many ways of start- 
E oe or small group of people, usually This training may be done either ing a methods improvement pro- 
ah acting in a staff capacity to man- on an intradepartmental or inter- gram. To date there is no evidence 
Ma agement. Industrial engineering departmental basis. All else being to suggest that any one starting 


side consultants to study methods 
problems are examples. 
inherent Strengths and Weaknesses— 


proach is considered preferable 
because it promotes organization- 
wide understanding and coopera- 


tals generally than another. Work 
simplification programs have pro- 
duced results in activities such as 


Each of the basic approaches has tion and facilitates the undertak- nursing, dietary, electrocardio- 
inherent strengths and weak- ing of interdepartmental graph, and _  housekeeping.}!3 
nesses. For example, a decentral- problems. Usually, emphasis is Methods engineers have improved 


ized approach, being dependent 
for success upon employee train- 
ing and participation, will usually 
produce important results’ in 
addition to methods improvement 
such as personnel development 
and betterment of teamwork and 
morale. However, it is often slow 


usually have the human relations 
advantages of the decentralized 
approach. 

Because the strengths of one 
approach so closely parallel the 
weaknesses of the other, a com- 
bination of the two often evolves 
as a methods improvement pro- 
gram develops, regardless of the 
one initially used. Where this has 
happened, the two approaches 
have generally proved to be ex- 
tremely compatible, one usually 
strengthening the other. 


CURRENT PRACTICES 


M ETHODS IMPROVEMENT pro- 
grams of both the central- 
ized and decentralized types have 
been developed and installed in 
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placed on applying learning to the 
work situation through the forma- 
tion of project teams, recognizing 
persons suggesting improvements, 
and proposal or suggestion plans. 

The centralized approach is 
used in programs being carried 
on in a number of hospitals. Some 


Combinations of the centralized 
and decentralized approaches 
have yet to make significant in- 
roads in hospitals. This is un- 
doubtedly because of the newness 
of organized methods improve- 
ment programs in hospitals and 
the evolutionary nature of these 
activities, 

Outside Assistance Available—YVol- 
unteer assistance in the develop- 
ment of methods improvement 
programs has been given to many 
hospitals by local industries, pro- 
fessional societies, and individ- 
uals. This assistance has ranged 
from help in_ organizing and 
teaching a work simplification 
program’ to making a panel of 
experts in a number of fields 


the layout of nursing units,’ and 
helped to establish a cost control 
program in a housekeeping de- 
partment.’ Volunteer acoustical 
engineers have solved a hospital's 
noise problems.'!® Methods analy- 
sis tools have been used to in- 
crease food production efficiency!® 


ae. to produce significant methods have employed industrial engi- and to study laboratory proce- 
« improvements and usually does neers to carry out methods dures.!7 

not develop sufficient proficiency _studies.5 Others have relieved Experience to date indicates 

7 to handle the more complex inter- employees of their regular duties that a methods improvement pro- 

% departmental problems that will and assigned them full-time to gram must be tailored to the in- 

be uncovered. A centralized ap- methods improvement activities.®’ dividual institution.’® The proper 

proach, on the other hand, will Still others have employed man- approach for a particular hospital 

generally produce significant im- agement consultants for these can be determined only after a 

provements faster but does not purposes.® careful analysis of its objectives, 


needs, and resources. The fact 
that a particular approach or 
technique has been successfully 
tested in industry or in another 
hospital does not guarantee that 
it can be _ successfully  trans- 
planted.!9 

Responsibility of Administrator—(r- 
ganized methods improvement is 
the responsibility of the hospital 
administrator. He may delegate 
the actual function, but he must 
give guidance to the program.” 
In fact, probably the most impor- 
tant prerequisite for a successful 
program is top administrat.wn’s 
endorsement of it and enthusiastic 
support for it. 

Organized methods improve- 
ment programs are a part of the 
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evolution of scientific administra- 
tion in hospitals. It is still too 
early to foretell just what 
their over-all contribution to hos- 
pital service will be, or exactly 
what will be their eventual place 
in the administrative structure of 
the progressive hospital. However, 
there is already reason to believe 
that they will grow in complexity 
and importance in the years 
ahead, for they appear to be a 
valuable tool in assisting hospitals 
to adapt to, and keep up with, 
accelerating change. 
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specificity, the goals 
which various kinds of educa- 
tional programs in nursing must 
reach if the needs of our growing 
nation for nursing care are to be 
met, on identifying obstacles to 
the attainment of these goals, and 
on working out ways of overcom- 
ing these obstacles. Some of these 


degree of 


nursing educatien 


¢ Interest develops in evaluation 
of student clinical experience 


¢ $625,000 spent on research 
in nursing fields in 1957 


e Comprehensive index of 
nursing literature needed 
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goals are quantitative and are ex- 
pressed in numbers of students 
who should be graduated from 
each type of program. Others per- 
tain to the kind of care, or the 
kind of administrative or teach- 
ing guidance, that these graduates 
should be able to give and the 
quality of education requisite for 
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Table 1—Needs for Nursing Personnel of Various Types 


and Educational 
These Personnel 


Resources for Preparation of 


Estimates for Graduations 
annvel number| Current | expected from 
of graduates | capacity of | current level 
Functions Type of program needed 1965-70; schools of enroliments 
Performing simple Inservice training 
nursing activities 
with supervision | Practical nurse pro- ? ? 10,641° 
continuously avail- grams 
able 
Performing complex | Diploma and associate 35,400 31,500 29,000 
nursing activities degree programs 
with supervision 
continuously avail- 
able 
Working with and Baccalaureate degree 15,000 7,200 6,200 
through others in programs which 
caring for patients, prepare for begin- 
performing complex ning positions (pre- 
activities, super- service and regis- 
vision not continu- tered nurse) 
ously available 
Administering, super- | Masters degree pro- 5,200 1,400 800 
vising, preparing grams 
ine, giviag export Baccalaureate 467 
programs which 
prepore for special- 
ized positions’ 
Administering and Doctoral programs ? ? ? 
teaching in gradu- 
ate programs; do- 
ing research 


1. Actual graduations, academic year 1955-56. Projected graduations based on cur- 


rent enrollments not available. 


2. It is anticipated that in the future all preparation for specialized positions (adminis. 
tration, supervision, teaching, etc.) will be at the postboccalaureate level. 


their development as good nurses, 
good administrators, or good 
teachers. 


CURRENT PRACTICES 


Educational Resources—Estimates of 
projected future needs for pro- 
fessional nursing personnel! have 
been followed by an investigation, 
by the National League for Nurs- 
ing, of the extent to which pres- 
ent educational programs could 
accommodate the increased num- 
ber of students for which these 
future goals call.2% As will be 
seen from Table 1, above, mas- 
ters degree programs show the 
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greatest disparity between goals 
(5200 annual graduations), cur- 
rent capacity (1400 annual gradu- 
ations), and probable graduations 
(800). These differences are also 
marked in baccalaureate degree 
programs which, if filled to ca- 
pacity, could accommodate less 
than half the number of students 
who should be preparing them- 
selves for practitioner responsi- 
bilities in all fields of nursing. 
The chief obstacles to the re- 
quired expansion of educational 
resources have been identified as: 
(1) economic problems of po- 
tential students in nursing, par- 


ticularly those who are deterred, 
for financial reasons, from en- 
rolling in baccalaureate or mas- 
ters degree programs or who can 
undertake such study on a part- 
time basis only; (2) shortage of 
prepared faculty members—a 
problem that is related to prob- 
lem one; and (3) Economic prob- 
lems of institutions which conduct 
educational programs in nursing. 

Financial Aid for Students—Consid- 
erable progress has been made in 
attacking the first two of these 
obstacles. Funds available under 
Title II of Public Law 911, passed 
by the U. S. Congress in August 
1956, enabled 471 nurses, during 
the academic year 1956-57, to en- 
gage in full-time study in 
programs which prepare for ad- 
ministrative, supervisory, and 
teaching positions.* The results of 
this assistance were immediately 
reflected in- the full-time enroll- 
ments in masters degree pro- 
grams in nursing which rose 63 
per cent between the fall of 1955 
and the fall of 1956. 

For the last few years, federal 
assistance has also been available 
to graduate nurses. preparing 
themselves in psychiatric and 
mental health nursing, in mater- 
nal and child health nursing, or 
for practice in a wide variety of 
rehabilitation programs. Another 
source of help to graduate stu- 
dents has been the NLN Fellow- 
ship Program, which has been 
made possible by grants from the 
Commonwealth Fund. Since 1955, 
the NLN has awarded 51 fellow- 
ships for doctoral study and 22 
masters degree fellowships that 
will enable nurses of outstanding 
ability to lay the foundations for 
doctoral candidacy. 

Assistance to students in bacca- 
laureate degree programs in nurs- 
ing has been.made available 
through universities, state legis- 
latures, and private sources, but 
no large-scale program for bacca- 
laureate students has as yet been 
developed. In recognition of the 
need for such a program, the NLN 
board of directors in January 1957 
voted concurrence with the pro- 
posal of the American Council on 
Education that the council should 
seek federal scholarship aid for 
students in baccalaureate degree 
programs. 

Financing Educational Programs—The 
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increase in enrollments in masters 
degree programs should result in 
an easing of the shortage of nurses 
prepared as teachers and deans 
and directors, in basic schools of 
nursing, while the available sup- 
ply of faculty for graduate edu- 
cation will be augmented by the 
nurses now studying in doctoral 
programs. Even if there were 
enough teachers for schools to ex- 
pand to the necessary extent, 
however, the question might be 
raised as to whether the schools 
would have sufficient funds to 
employ them. Also, for many 
schools expansion of enrollments 
would necessitate increased out- 
lays for classrooms, libraries, 
laboratories, and housing facili- 
ties. The cost of nursing education 
might therefore be a considerable 
obstacle to the expansion of re- 
sources for preparing nurses. 
Obviously, a study of how nurs- 
ing education can be _ soundly 
financed is in order. For such a 
study, data are needed on the 
costs of nursing education. Some 
studies of such costs have been 
made by individual schools, and 
Foley has made a study of income 
from students in a large group of 
Catholic schools,® but it has been 
difficult to obtain comparable data 
because of the different. cost 
methods used in the schools. A 
tool which can be used by all 
schools of nursing to analyze their 
expenses and income has been de- 
veloped by the NLN and the Pub- 


lic Health Service and is now 
available in a two-part manual.® 
If a representative group of 
schools of nursing can be helped 
to apply this method, information 
about their costs might well give 
a fairly accurate picture of the 
costs of nursing education. This 
composite picture would serve as 
a basis for planning how these 
costs can be met. The NLN is 
hopeful that it can undertake such 
a study in cooperation with repre- 
sentative hospital and collegiate 
schools of nursing. 

Associate Degree Programs——A|- 
though for the country as a whole 
the capacity of diploma and asso- 
ciate degree programs in nursing 
is fairly nearly in line with goals, 
there would seem to be a short- 
age of such educational resources 
in certain sections. The reactions 
of those who have had experience 
with associate degree programs 
and their graduates indicate that 
these programs may develop into 
an important additional resource 
for preparing nurses for the same 
type of functions as are carried by 
the graduates of diploma pro- 
grams—that is, bedside nursing 
under supervision in hospitals and 
other institutions for the sick.’.* 
The number of associate degree 
programs in nursing has increased 
to 30, and 6 more are in the proc- 
ess of being established. Of these 
36 programs, 15 are in the west 
and 9 in the south, the two regions 
of the country where educational 


Table 2—-Accreditation Status of Basic Educational Programs 
in Nursing, by Type of Program, January 1958 


Associate Baccalovrecte 
Total Diploma degree degree 
stotus 
Number | Per cent | Number | Per cent | Number | Per cent | Number | Per cent 
Accredited 440 39 364 38 2 9 74 46 
Provisionally 
accredited 375 33 358 38 3 14 
Other” 318 28 228 24 17 oe 73 45 
Tote!” 1,133 100 950 100 22 100 161 100 


1. Includes two masters degree programs in basic nursing. 


2. 1957 data; 1958 data not yet available. 


resources for preparing bedside 
nurses seem to be most needed. 

Through its consultation serv- 
ice to institutions which have es- 
tablished or are contemplating the 
establishment of associate degree 
programs in nursing, and through 
its work with the American Asso- 
ciation of Junior Colleges, the 
NLN is making every effort to in- 
sure that any new programs of 
this type which are established 
are needed in their communities 
and have the resources requisite 
for sound development. 

Accreditation——The provision of 
more nurses is not in itself the 
answer to the nursing personnel 
problems faced by hospitals and 
other consumers of nursing serv- 
ice; these nurses must be good 
nurses. A major purpose of the 
NLN accreditation program has 
been to help schools of nursing 
improve the quality of their of- 
ferings so that their graduates 
will be able to give the kind of 
nursing care needed today. In its 
first phase, the NLN program of 
school improvement provided a 
two-rung ladder by which schools 
could be helped to measure their 
progress. Schools which could not 
immediately meet the criteria of 
NLN accreditation (tentatively 
labeled “full accreditation”) were 
helped to meet the somewhat 
lower criteria of “temporary ac- 
creditation.”” Upon the recom- 
mendation of the NLN Executive 
Committee on Accreditation -Poli- 
cies, made up of representatives 
of nursing, hospital, medical, and 
general education associations, this 
phase of the school improvement 
program came to an end on Dec. 
31, 1957, and the category of 
“temporary accreditation” no 
longer exists. In anticipation of 
this, the NLN has concentrated on 
helping more schools become ac- 
credited. 

The number of basic educa- 
tional programs in nursing which 
are accredited by the NLN now 
stands at 440—a net increase of 
97 over the 343 programs that 
were fully accredited at the be- 
ginning of 1957. From Table 2, 
left, it will be noted that al- 
most two-fifths of all diploma 
programs and almost one-half of 
all baccalaureate degree programs 
are now accredited. 

Approximately 53 per cent of 
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all students in nursing are en- 
rolled in these 440 accredited pro- 
grams, An additional 29 per cent 
of nursing students are enrolled in 
the 375 programs that are provi- 
sionally accredited by the NLN, 
that is, programs that have sub- 
mitted data which indicate that 
they are likely to be able to meet 
the criteria for accreditation to a 
satisfactory degree but which 
have not yet been visited by ac- 
crediting representatives to verify 
the data submitted. At some time 
prior to Jan. 1, 1960, each of these 
375 provisionally accredited pro- 
grams will be visited and will be 
evaluated for accreditation by the 
appropriate NLN board of review. 
It is anticipated that, during the 
intervening two years, a sub- 
stantial majority of the programs 
which are now provisionally ac- 
credited will become accredited 
and that other programs will also 
apply for and receive this type of 
recognition, 

One important aspect of the 
NLN accreditation program is the 
development of criteria which can 
be used both for self-evaluation 
by the schools and by the NLN ac- 
crediting boards of review. Such 
criteria have been developed for 
diploma programs,'’® and were 
adopted at the NLN convention in 
May 1957 by the membership of 
the Department of Diploma and 
Associate Degree Programs for 
application in the NLN accredita- 
tion process in 1960. Criteria for 
the evaluation of associate degree 
programs and criteria for bacca- 
laureate degree programs are in 
the process of development. A 
statement of guiding principles 
for the development of masters 
degree programs in nursing, for- 
mulated in early 1957, is being 
tested by universities which offer 
graduate programs in nursing and 
by appropriate groups within the 
NLN.!! 

Curriculum Study and Evalvation——In 
the process of evaluating them- 
selves, schools of nursing have 
become aware of the importance 
of continually reviewing their 
curriculums in the light of the 
kind of nursing care people need 
today and the kind of educational 
experiences that best prepare stu- 
dents to give this care. The energy 
and acumen with which faculties 
in schools of nursing have ap- 
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proached the study of their cur- 
riculums has been commented on 
by a curriculum expert who sug- 
gests that other educators might 
look to nursing education for 
guidance in this area.!” 

To help faculties undertake 
these studies of their curriculums, 
the NLN, under a grant from the 
National Foundation for Infantile 
Paralysis, conducted four pilot 
conferences on curriculum during 
1957—two for instructors in di- 
ploma and associate degree pro- 
grams and two for instructors in 
baccalaureate degree programs.'* 
These are being followed by 11 
conferences during 1958—nine 
for diploma and associate degree 
programs and two for baccalaure- 
ate degree programs. 

Universities also have _ spon- 
sored workshops and conferences 
in curriculum development for 
nursing educators in their areas. 
14,15 

The various curriculum activi- 
ties carried on in_ individual 
schools and by interschool groups 
show several significant trends: 
® The curriculum is viewed in its 
totality rather than as a series of 
isolated courses, and the whole 
faculty is concerned with its de- 
velopment.'® This recognition that 
the total faculty is responsible for 
curriculum planning covers those 
parts of the curriculum in which 
responsibility for the actual in- 
struction may be delegated to per- 
sonnel in another institution.” 
® The patient is recognized as the 
focus of all nursing education, and 
study of the curriculum begins 
with a study of the nursing needs 
of patients.!8 through 21 Even though 
the trend is in the direction of 
providing students in nursing with 
the same kind of courses in sci- 
ence and general education as are 
offered to other students at the 
post-high school level, and not 
courses suitable for nursing stu- 
dents only, instructors in these 
courses are helped to draw upon 
the field of nursing in illustrating 
the application of principles. 
through 26 

This emphasis on patient care 
extends to graduate curriculums 
which aim toward further pro- 
ficiency in clinical nursing as well 
as the development of abilities 
needed in administration, super- 
vision, and teaching.?’.28 The sci- 


ence of nursing is being extended 
as graduate programs build onto 
the clinical nursing abilities 
which students have developed in 
baccalaureate degree programs.”® 
The articulation of baccalaureate 
and masters degree programs was 
the subject of exploration at the 
last meeting of the NLN Council 
of Member Agencies of the De- 
partment of Baccalaureate and 
Higher Degree Programs in 
February 1958. 

@ Students are viewed as active 
learners rather than as passive 
objects of teaching. They are 
helped to reflect on their learning 
experiences, to analyze their feel- 
ings about instructors and pa- 
tients, and to evaluate their own 
growth.30 through 3% guidance 
counselor on the staff of the NLN 
is giving assistance in the de- 
velopment of guidance programs 
in schools of nursing through an 
“advice column” in Nursing Out- 
look.35 

@ Baccalaureate degree programs 
are moving forward toward de- 
veloping curriculums that prepare 
beginning practitioners for public 
health nursing and occupational 
health services and that provide a 
foundation for the development of 
head nurses through hospital in- 
service programs.*® through 42 Fifty 
basic baccalaureate degree pro- 
grams and 29 general nursing pro- 
grams for registered nurses now 
prepare their students for prac- 
tice in public health nursing 
agencies. This growing ability on 
the part of baccalaureate degree 
programs to assume their re- 
sponsibility for the preparation of 
public health nursing personnel 
will relieve diploma programs 
from trying to undertake this kind 
of education at the expense of 
giving good preparation for insti- 
tutional nursing. 

Evaluation and Records——-The atten- 
tion being paid to curriculum de- 
velopment and the emphasis on 
providing individualized guidance 
to students has led to greater in- 
terest in techniques for the evalu- 
ation of student achievement.* 
The NLN has developed a new 
type of comprehensive achieve- 
ment test that covers broad areas 
of instruction and that is intended 
for administration late in the 
educational program to measure 
the extent to which students can 
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apply knowledge acquired 
throughout the curriculum, To 
help instructors develop better 
tests for use in their own courses, 
the NLN has published a pam- 
phlet on teacher-made tests.“ 

Although nursing has made 
outstanding progress in the de- 
velopment and use of paper-and- 
pencil tests, there is still much 
to be done in devising methods 
for evaluation of performance in 
‘the actual nursing situation. This 
is a problem that is shared with 
other professions and occupa- 
tional groups and one that would 
seemingly lend itself to coopera- 
tive research. 

The emphasis on patient-cen- 
tered curriculum content has 
pointed up the need for a thor- 
ough revision of the NLN student 
record forms which are used in 
many hospital schools of nursing, 
and particularly of those forms 
which are used for recording 
clinical experiences. In coopera- 
tion with more than 40 schools of 
nursing, the NLN Committee on 
Records has been revising these 
forms. The new forms on which 
clinical experience is recorded 
will center on all the nursing 
problems of patients and all the 
tools which are used to meet these 
problems, rather than on diseases 
and conditions and procedures 
only. A first draft of the revised 
clinical record forms will be 
studied at the meeting of the 
NLN Council of Member Agencies 
of the Department of Diploma and 
Associate Degree Programs in 
June 1958. 

Faculty Development—In the proc- 
ess of evaluating their educa- 
tional programs in the light of 
new knowledge in nursing science 
and educational science, nurse 
faculty members have been evalu- 
ating their own abilities in these 
areas. Realization that their own 
growth and education is never 
finished, that yesterday’s knowl- 
edge will not suffice for today, has 
resulted in a movement on the 
part of nurse educators through- 
out the country to seek out op- 
portunities to continue their edu- 
cation both in formal educational 
programs and in their own school 
situations. The curriculum con- 
ferences sponsored by the NLN 
and other agencies and short-term 
courses offered by universities* 
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are designed to meet these needs. 
At the same time, individual 
faculty groups have planned con- 
tinuing programs of inservice 
education for themselves,*’ and 
administrators of educational pro- 
grams are exploring ways by 
which they can help members of 
their staffs develop.* 

Research—-Concentration on the 
nursing needs of patients has 
made it obvious that there are 
vast potentialities in nursing 
which have not yet been discov- 
ered. This has led to a phenome- 
nal interest in research in nurs- 
ing. This research is being 
sponsored by nursing and hospital 
associations, by nurses and others 
associated with nursing service 
agencies and schools of nursing, 
and by certain research institutes. 
In 1956 a sum of $625,000 was 
made available by the federal 
government for research in nurs- 
ing and preparation of nurses in 
research, and a comparable grant 
was made in 1957. An ever-in- 
creasing number of reports of re- 
search in nursing are becoming 
available each year. Studies re- 
ported in 1957 illustrate the kinds 
of research now being done in 
the nursing field. 

Reissman and Rohrer*? report 
on studies made in a large hospi- 
tal on the role of the nurse, her 
function, her relationship to other 
personnel and to patients, and her 
position in the hospital structure. 
This study highlights the chang- 
ing role of the professional nurse 
and the educational implications 
of this change. 

Mauksch®” studied the formal, 
as well as informal relationships, 
pressures, and expectations which 
affect the nurse who works at the 
patient’s bedside. He concludes 
that “in the entire range of hu- 
man occupational pursuits there 
is hardly a work situation to be 
found to compare in complexity 
and built-in frustrations with 
that in which the head nurse must 
function; that few persons have 
so many responsibilities with so 
little power.” 

Levine and Wright5!.52.53 report 
on a new method of measuring 
personnel turnover in hospitals 
and the application of this method 
in measuring turnover among 
nursing personnel. In applying 
the method Wright®* reports that 


factors involved in personal prob- 
lems outside the hospital may be 
more important than attitudes 
toward particular working condi- 
tions in the hospital in determin- 
ing whether personnel will resign. 

Couey and Couey™ report on a 
study designed to determine the 
extent to which private duty 
nurses could be given the assist- 
ance they felt they needed to im- 
prove their human relations skills. 
This study indicated that the 
“workshop method” is effective 
when led by a research team com- 
petent in the human relations 
field. 

Abdellah® collected data in one 
large research hospital and three 
home situations to determine the 
extent to which nurses and others 
could identify covert aspects of 
nursing problems. She_ reports 
that both hospital and public 
health nurses verbalized many — 
overt problems but missed many 
covert problems verbalized by pa- 
tients. Abdellah places emphasis 
on the implications of her study 
for improved clinical teaching. 

McPartland®® made a study of 
students in eight schools of nurs- 
ing in Kansas City to determine 
their social origins, their reasons 
for entering nursing and for 
choosing a particular school, their 
conceptions of nursing and the 
nurse, and their career expecta- 
tions. He reports on changes which 
occur among students in various 
types of schools from the fresh- 
man to the senior year. Of 227 


students interviewed 28 per cent 


expected or hoped to be married 
six months after graduation. 

Rosenberg and Fuller®’ report 
on the special concerns expressed 
by senior students in a hospital 
school prior to graduation. The 
students were concerned about 
relationship difficulties they ex- 
pected to face on leaving the hos- 
pital, responsibilities and func- 
tions they would be expected to 
carry as graduate nurses, how 
people in general view nurses, 
doctor-nurse relationships, and 
their role as individuals and as 
women in our society. The need 
for faculty members to accept and 
understand students and the prob- 
lems they face is emphasized in 
this study. 

During the 1957 biennial con- 
vention of the NLN two sessions 
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were devoted to reports on re- 
search in nursing and the need 
for research: in this field. Intro- 
ductory talks were given by San- 
and Watt®® on behavioral 
and biological sciences and re- 
search in nursing. An overview of 
nursing research was given by 
Henderson. Brief reports on re- 
cent and current research in nurs- 
ing service administration and 
nursing education were given by 
six other program participants. 
Four of these reports are included 
in the October 1957 issue of Nurs- 
ing Research.®! through 64 

There is great interest at pres- 
ent in the need for more research 
in direct nursing care. With this 
interest it seems likely that an in- 
creased number of nurses will be 
stimulated to do such research in 
the years to come. 

Bibliographies and indexes—- Various 
tools have been developed to meet 
the needs of the many people who 
are studying nursing. These in- 
clude the issuance of bibliography 
cards by the American Journal of 
Nursing Company; the inclusion 
of many references to nursing 
literature in the Hospital Periodi- 
cal Literature Index and the 
Quarterly Cumulative Index 
Medicus; the publication of ex- 
tensive bibliographies on nursing 
by the NLN, the last series of 
which was issued in 1957: the 
maintenance of a clearing house 
of studies by the American Nurses’ 
Association; and projects such as 
the classification of research in 
nursing at Yale University® and 
the compilation. of abstracts on 
literature in public health nurs- 
ing under way at the Institute of 
Research and Service, Teachers 
College, Columbia University. 

Valuable as these tools are, a 
large number of indexes and bib- 
liographies have to be used by 
those who are groping their way 
through the growing body of 
nursing literature, and those en- 
gaged in nursing research need 
more information about other re- 
search projects to avoid needless 
duplication. Accordingly, the 
boards of directors of the ANA. 
the NLN, and the American Jour- 
nal of Nursing Company in Janu- 
ary 1958 voted that an in- 
vestigation should be made of 
the possibility of preparing a 
comprehensive index of nurs- 
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ing literature and that there 
should be an exploration of 
ways and means of disseminating 
abstracts of reports on nursing re- 
search. 
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INTRODUCTION 


ah ee AMERICAN HOSPITAL As- 
sociation has a _responsi- 
bility for nursing care of patients 
in hospitals which it has not en- 
tirely assumed.” Thus began the 
preamble to a statement of the 
“American Hospital Association’s 
Future Activities in the Field of 
Nursing,” which was recommended 
by the Association’s Council on 
Professional Practice to its Board 
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few. There have also been guides 
on how to study supervisor activi- 
ties in a hospital nursing service 
and the nursing service of an out- 
patient department.9.1° 

The action has been to increase 
the effectiveness of nurses 
through better utilization, better 
methods and more inservice edu- 
cation.1!1,12,13 


CURRENT PRACTICES 


Predicting the Future—In May the 


nursing service. 


¢ Expand AHA nursing program 


e Report need for ‘TLC’ 
in nursing care 


e Announce research project 
on head nurse preparation 


by MARGARET GIFFIN, R.N. 


state may determine its goals. 

Equating the present number of 
graduate nurses to total popula- 
tion showed significant regional 
differences. The high ratio in the 
North Atlantic region did not 
seem to be compatible with the 
feelings of hospital administrators 
and nurses in that area about the 
nurse supply. They felt that there 
was a real need for more nurses, 
especially in hospitals. 

Burton Meyer, Ph.D., of the 


National League for Nursing pub- National League for Nursing, 
: the Board voted to expand the lished Nurses for A Growing Na- went back to the statistics. He ex- 
Association staff to provide for a This pamphlet made some pressed o 
7 department of nursing and to ap- predictions about the future nurs- personnel in each region as a 
prove the formation of a liaison on in of the 
otal population, nurse population, atient census in nonfe en- 
employment categories and nurs- eral hospitals of all sizes, in effect 
pital Nursing of the National ing education. It presented a equating for the different size pa- 
* League for Nursing.2 “The prob- method whereby any region or’ tient population in the various 
a lem of adequate nursing care for 


our people is a ‘together’ one.’ 


Ratio of nursing personnel per 100,000 population, per 100 daily average patient census. 


| The year 1957 has been another ee 

100,000 pop. R.N.'s? R.N.'s? & Auxil. Total Stoff? 

one of both study and action. (1956) 100 DAPC® 

There have been studies about the as er 

supply of nurses,‘ the utilization 

= of nurses,5 the way patients feel Midwest 252 47 52 99 

. about nurses and nursing care,® = south 181 44 62 106 
the way nurses feel about their | 976 58 60 118 


jobs,’ and the number of nurses 
needed to staff a psychiatric re- 
search unit,’ to mention just a 


Margaret Giffin, R.N., is director, De- 
partment of Hospital Nursing, National 
League for Nursing, Inc., New York City. 


(Estimates) 


1. Includes all R.N.’s in U.S. 


2. Includes nurses in general hospitals, Sept. 1955. 


3. Daily average patient census. 
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regions.'* It will be noted from 
the table on page 70 that by this 
measurement the hospitals in the 
North Atlantic states have the 
smallest number of nursing per- 
sonnel for each 100 patients in 
the daily average census, seem- 
ingly confirming the feelings ex- 
pressed previously. 

Using statistics to prove a point 
can be dangerous, however. We 
don’t yet know enough about the 
total nurse supply, what it should 
be, or how significant it is in 
terms of patient satisfaction. 

Care versus Caring—Abdellah and 
Levine found that patients were 
receiving more nursing care than 
ever before—4.8 hours in each 24- 
hour period.'5 They also found, 
however, that patient satisfaction 
was not as closely related to the 
total amount of nursing care 
given as it was to the amount of 
that care given by professional 
nurses. 

If professional nursing time 
with the patient is significant, just 
how much time does each nurse 
spend in this way? Only about 26 
per cent, according to other 
studies of the Division of Nursing 
Resources, Public Health Service. 
This time seems to be _ spent 
primarily in meeting the needs of 
the patient for technical care, It 
is to meet their emotional needs 
that patients are crying out for 
more from professional nurses 


not just more care, but more car- 
ing. 16,17,18 


One editor comments that the 
future will demand more rather 
than fewer technical skills and 
that someone else will take the 
nurse’s place at the bedside.’ At 
the moment, this concept is dif- 
ficult for most nurses or hospital 
administrators to accept. Many 
would agree with Frances Reiter 
Kreuter on what is good nursing 
care. In effect she says that the 
physical ministrations provide the 
ways and means to establish mu- 
tual trust and _ understanding 
which are the foundations of good 
nursing care.?° 

Several authors*#!22 have 
identified some of the obstacles, 
dilemmas and tensions that ap- 
pear to make the nurse's. position 
one of stress, creating emotional 
conflicts within herself and, there- 
fore, hampering her ability to 
meet the emotional needs of pa- 
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tients. There seems to be general 
agreement that most of the fac- 
tors are new or increasing in 
importance. In the hospital, the in- 
creasing numbers of medical spe- 
cialists, technical personnel and 
nursing helpers reach to the pa- 
tient through the nurse. She is the 
one who must plan and coordinate 
the total care and receive the 
blame from patient or physician if 
anything goes awry. 

In the opinion of one hospital 
administrator author there is a 
problem of _ increasingly ~ poor 
nursing care which he credits to 
the shortage of nurses, citing 10 
major causes for this shortage.** 
He criticizes the effort of nursing 
education leaders for their “de- 
termined country-wide drive to 
raise standards of nursing educa- 
tion,” thereby withdrawing some 
of the services of student nurses 
from patients during their period 
of training. In reply, a nurse au- 
thor states that the only profes- 
sions that have made headway in 
solving their personnel problems 
are those that have continually 
raised their educational stand- 
ards.*4 

improving Communication Skills— Ef - 
forts to increase the professional 
nurse’s time with the patient and 
to make her contacts with him 
more effective have focused on 
better human relations?5.26 through 
improving skills in communica- 
tions®’ and through more scientific 
administration.?8.29.30 

Communicating effectively with 
patients grows out of self under- 
standing and skill in relating to 
co-workers.*! Nursing organiza- 
tions and hospitals have stressed 
the art and science of communi- 
cations through institutes, work- 
shops and inservice programs.” 
Doctors and nurses have an op- 
portunity to know each other bet- 
ter as well as to plan and evalu- 
ate nursing care through patient 
care committees. Close working 
relationship between the ad- 
ministrator and the director of 
nursing fosters a climate of un- 
derstanding that permeates 
through the whole hospital.*45 

improving Administration — Jones 
questions the true shortage of 
nursing personnel: “Rather, our 
problem today in providing ade- 
quate care to the sick is certain 
‘lack’ and ‘slack’ associated with 


nursing care. The ‘lack’ may be 
in proper administrative planning 
and provision of facilities for ef- 
fective and efficient care. The 
‘slack’ is our own misuse and 
waste of the nursing skills, abili- 
ties, time, effort, and materials 
which we have at hand.’’%6 

Nursing administrators are 
aware of their need to know the 
principles of scientific adminis- 
tration and are looking to indus- 
try,3? colleges and universities and 
their professional organizations 
for help. Some tangible evidences 
of a well organized hospital nurs- 
ing service have been formulated 
and reviewed by nurses and hos- 
pital administrators. An _ early 
draft of the material was reported 
in the literature.** Final copies 
may be obtained from the Na- 
tional League for Nursing. 

The head nurse, the first line 
administrator, is receiving a great 
deal of attention.%944! The 
American Hospital Association 
and the National League for 
Nursing will conduct a research 
project on the inservice prepara- 
tion of the nurse for this key posi- 
tion.* 

Action on other “Fronts’—In 1957 
there was a continuing effort to 
improve nursing methods,** to 
save nursing steps,*-* to reassign 
non-nursing functions,® to re- 
group patients according to their 
nursing needs,** and to improve 
equipment used by nurses.*? 

Nurses were consulted early in 
the planning for new facilities*® 
and had an opportunity to work 
with manufacturers developing 
new or improved products.*95® 

Safe nursing care of patients 
has always had top priority; yet, 
few nurses have really known fire 
preparedness. Perhaps belatedly, 
but at least enthusiastically, they 
are swiftly remedying the situ- 
ation.5!.52 With the author, we say 
“Hats off to Hattie’, who saved a 
patient from a burning oxygen 
tent.53 

Evaluation always comes at the 
end. During the past year two 
new approaches to the evaluation 
of nurses and nursing care were 
reported.455 Although the first™ 
was written for public health 
nurses, it is equally applicable to 
hospital nursing. 

Conclusion—In 1957 there was an 
increasing awareness that nursing 


7! 


* 


is at the core of patient care, and 
that, therefore, all who are con- 
cerned with patient care have a 
right, in fact, an obligation to 
work with nurses to solve “the 
nursing problem” 


(If time for reading is one of 
your problems, 


reviewer 


would like to recommend refer- 
ences 4, 6, 20, 21, 30, 36, 39.) 
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e Attention focused on problems 
of professional employees 


¢ Need for greater number of assistant 


administrators seen 


e Clear definitions of hospital 


objectives lacking 
by EVERETT A. JOHNSON 


INTRODUCTION 


Sy 1950 the amount of re- 
search in the field of organi- 


Everett A. Johnson is administrator, 
Methodist Hospital, Gary, Ind. 


been in- 
creasing at a rapid rate. The 
information now at hand is 
plentiful, but as yet no general 
theory of organization has been 
developed.! The impact of this 


zational theory has 
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new knowledge has not as yet 
been felt at the operational level 
to any large extent, and its ap- 
plication in any organization ap- 
pears quite selective. Much of 
this reliable data has as yet to 
be tested in the hospital setting 
to determine its importance in 
hospital organization.2 

Because the scope of knowledge 
required to understand an organi- 
zation is based on several fields 
of knowledge, the approaches to 
a general theory of administration 
have been slow in emerging from 
a one-discipline approach to a 
more penetrating analysis on an 
interdisciplinary basis. Practicing 
administrators have not made use 
of much of this work because it 
avoided specific application to 
existing techniques and opera- 
tions. Several recent books have 
focused on this facet of the prob- 
lem and have developed stimulat- 
ing concepts. 


CURRENT PRACTICES 


impact of Specialization—For many 
years both industry and hospitals 
have expressed frustration in 


dealing with the professional em- 
ployee who typically does not 
concern himself with the financial 
and cost aspects of the institution 
and enterprise with which he is 
associated. In the past year at- 
tention is beginning to focus on 
the problems of professional em- 
ployees.4 No comprehensive re- 
search has been done on this 
problem. Armchair thinking and 
descriptions of existing problems 
have occurred. As yet changes in 
organizational structures to ac- 
commodate such employees have 
not taken place, nor changes in 
administrative techniques to meet 
their particular needs. 

The need for the use of a 
greater number of assistant ad- 
ministrators and administrative 
assistants in hospitals has not been 
generally accepted, but the rea- 
sons which will require it, and 
the organizational needs they will 
meet have been adequately de- 


the importance of the field of hu- 
man relations. For a time it ap- 
peared that this was the panacea 
for all organizational problems. 
During the past year and a half 
there has been increasing aware- 
ness that this is a varied state- 
ment of the usefulness of knowl- 
edge about human relations.5 
Its usefulness is not challenged 
but its implications for organiza- 
tional structure are now being 
worked out in greater detail.® 
Ideally, a healthy mature de- 
velopment in our culture involves 
growth from being passive to be- 
ing relatively independent and 
from being subordinate to 
achieving equal or higher posi- 
tions, from few abilities to ex- 
pressing many and deeper abilities. 
One form of organization is defined 
by the use of administrative prin- 
ciples. The employee works in a 
situation in which he is forced to 
an attitude of dependency and 


scribed in hospital administration. 

Psychological Implications of Organiza- 
tiens—For the past several years 
the attention of hospital adminis- 
trators has been directed toward 


passiveness. 
tion creates frustrations, 
and failure for the employee. 

Measurement of 
general 


This type of situa- 
conflict 


Effectiveness—[n 
the over-all organiza- 
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tional objectives of hospitals are 
known. The degree to which they 
may be accomplished, however, 
are difficult to measure because 
of inadequate criteria. Therefore, 
the efficiency of hospitals’ organi- 
zation cannot be measured. Pro- 
grams of any type—patient care, 
research, education—cannot be 
determined until the question of 
the commitment of enterprise re- 
sources for the accomplishment of 
a specific organizational objective 
is known. 

Lack of clear definitions about 
hospital objectives makes it vir- 
tually impossible to pin down 
the qualities that make an effec- 
‘tive administrator effective.? In 
hospital environment the lack of 
clarity in objectives has created 
more confusion than is necessary 
in the areas of authority and re- 
sponsibility. To attempt to solve 
this problem for the hospital the 
following three steps must be 
taken to eliminate confusion: (1) 
develop a definition of effective- 
ness based on organization ob- 
jectives; (2) develop operational 
standards in_ specific hospitals; 


and (3) evaluate them in terms 
of other impact on the organiza- 
tion as to whether or not they 
realistically reflect the existing 
situation. 

Group Decisions—The study of in- 
teractions of small groups have 
been quite extensively studied in 
the last few years. Recently the 
question of how effective groups 
are in making organizational de- 
cisions has been studied. Particu- 
lar hospital applications have not 
been made in this area.’ The 
question of how good decisions 
have been as made by groups has 
not been studied except on a very 
limited basis. Some methods of 
approaching this problem have 
been discussed such as the prob- 
lems. of organizational communi- 
cation. 


REFERENCES 

1. Campbell, R. F. and Gregg, R. T. 
Administrative Behavior in Educa- 
tion. New York, Ha 

2. Blau, P. M. The ynamics of Bu- 
reaucracy. Chicago University of Chi- 
cago Press, 

3. Simon, H. Administrative Be- 
havior. 2nd . New York, Mac- 
millan, 1957. 

4. Moore, D. and Renck, R. The Pro- 


fessional Employee in Industry: The 
Unhappy Engineers. School of Busi- 
ness publication IV, University of 
Chicago, 1955. 


van W. F. Human relations theory 
-i gress report. Harv.Bus.Rev. 34: 
pt-Oct. 1955. 
Individual and organiza- 
roblems of mutual ad- 
dmin ScienceQuart. 2:1 


tion: some 
ustment. 
une 1957. 
Brown, P. E. Failures offer clues to 
success. Mod.Hosp. 87:53 July 1956. 


. Smith, H. L. Two lines of authority 


are one too many. Mod.Hosp. 84:59 
March 1955. 
Georgopoulos, B. S. and Tannen- 
baum, A. S. Study of or aa 
effectiveness. Am.Sociol. 


Rossi, P. H. Community decision 
making. Admin.ScienceQuart. 1:415 
March 1957. 
Brown, D. S. Advise on advisory 
committees. Trustez 10:29 Feb. 1957. 
Lentz, E. M. Hospital administration 
—one of a species. Admin. Science 
Quart. 1:444 March 1957. 
Mounce, E. W. and Stevens, R. D. 
legal structure—proprietor- 
South Hosps. 
4 May 


Barr, N. K. Drawing up an organiza- 
tion chart. Canad.Hosp. 4:60 June 
1957. 


Bright E., Jr. Art of management. 
Pub Aid. Ill. 24:3 Nov. 1957. 

Humphreys, J. W., Jr. Break with 
tradition: reorganization of militar 
hospitals. Mil.Med. 121:371 Dec. 1957. 
Committees: their roles in manage- 
ment today. Mgt.Review 46:4 Oct. 1957. 


Hershey, R. Individualism vs. team- 
work: can we reconcile the goals? 
Mgt. .Review 46:4 Nov. 


Organization chart. HOSPITALS, J.A.H.A. 
31:38 Nov. 16, 1957. 

Spriegel, W. R. and Beishline, J. R. 
Organization: nature and principles. 
Hosp.Admin. 2:15 Spr. 1957. 

Hawley, P. R. Responsibility of the 
hospital to the community. Hosp. 
Admin. 2:5 Spr. 1957. 

Stogdill and Shartle. Methods in the 
Study of Administrative Leadership. 
(research monograph no. 80) Colum- 
bus, Ohio State University, 1955. s 


APRIL 16, 1958, VOL. 32 


COMMUNITY'S NEW 


Concept 


Semi-Bulit-in, Modular, Room Furniture 


Smart new designs with the unlimited flexibility of 
modular units and wall attached ledges. Front and Top 
surfaces in 15 wood grain and solid laminated plastic 
colors. Interior construction all metal. Hardware, legs 
satin chrome plating. Catalog available. 


Cabinets Dressers Chests 


Overbed Tables + Beds + Chairs 
A Complete Source 


COMMUNITY 


Meta! Products Corp. 
Forest Park, Ili. 


75 


5 
10 
ll 
12 
15 
16 
17 
20 
21 
~ 


ANNUAL ADMINISTRATIVE REVIEWS 


e Personnel seen as hospital management function 


¢ More attention being paid to supervisory training 


. Hospitals note need for appropriate employee pay 


by SIDNEY LEWINE 


INTRODUCTION 


ly IS BECOMING increasingly diffi- 
cult to confine the area in 
hospital literature which can be 
properly fenced in and labeled 
“personnel.” For example, the 
annual administrative review in 
this journal in the field of nursing 
service was devoted to methods of 
better utilization of professional 
nurses, transfer of nonnursing 
duties to others, conserving nurses’ 
time, recruitment of personnel, 
and the reduction of petty frustra- 
tions.! Many articles in the dietary, 
housekeeping, physical therapy, 
and other technical fields in which 
the hospital is centrally involved, 
during 1957 devoted a consider- 
able portion of their content to 
problems of securing, holding, and 
making best use of personnel. 

Likewise, articles devoted to 
hospital organization and manage- 
ment seem. increasingly to stress 
problems of employee morale, 
communication among levels of 
personnel, employee attitudes, 
personnel development, and other 
such subjects which center about 
the hospital employee. 

Much of this trend represents 


Sidney Lewine is director of Mount Sinai 
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nothing new. For many years the 
short supply of skilled personnel 
has properly placed such person- 
nel problems as the shortage of 
nurses right in the middle of the 
administrator’s desk. Also for some 
years articles and speeches have 
repeated the fact that “labor” 
represents 65 per cent or 70 per 
cent of the hospital expenditure 
dollar. 

A new development seems to be 
the increased recognition, on top 
of the above practical considera- 
tions, of the fact that hospital per- 
sonnel represent the medium 
through which good or poor hos- 
pital care is rendered. Along with 
this fact has come greater ac- 
ceptance of the principle that in 
the fullest sense personnel is a 
hospital management function 
whether or nct certain mechanics 
in the discharge of that function 
are delegated to a personnel de- 
partment. 


CURRENT PRACTICES 

Training—Most notable trend in 
the field of training is the con- 
tinued increase of attention to 
supervisory training and to man- 
agement development which is ap- 
parent in institute programs; in 
state, regional, and national as- 


sociation convention programs, 
and in literature. This trend has 
reached such proportions as to 
require this year a separate review 
in the field of supervisory develop- 
ment in this current issue (p. 102). 

Wage and Salary Administration—— 
Institute and convention programs 
as well as published materials 
show an increased recognition of 
the need of hospitals to compen- 
sate their employees at rates that 
are appropriate for the respective 
job in the respective community. 
This was most dramatically illus- 
trated at the 1957 annual conven- 
tion of the American Hospital 
Association when it was seriously 
proposed that hospitals in the New 
York metropolitan area increase 
their costs and rates by $5 per day 
in order to pay hospital employees 
equal rates for equivalent work 
done in that community.? Perhaps 
the most significant development 
was in the fact that such an article 
was selected for a major session of 
the convention and that the pres- 
entation was received by an at- 
tentive and serious audience. 

The attention paid to the de- 
velopment of sound wage arid 
salary administration policy seems 
to arise from a variety of impulses, 
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including the need to fill job open- 
ings in a tight hospital labor 
market, the more sound financial 
position of hospitals as a group, 
and a better understanding of the 
fundamental responsibilities of 
the hospital administrator as an 
employer. On the less positive side, 
the need for development of fair 
and equitable rates ef pay has 
been cited as a method of avoid- 
ing the expansion of unions in 
hospitals and as a method of re- 
ducing costs through the hiring 
of more efficient personnel. There 
has been no demonstration yet 
that fair wage rates will produce 
either of these results. 

With increased interest in wage 
and salary administration, there 
appears increased attention to 
techniques of job evaluation and 
merit rating.*-5 Job evaluation and 
merit rating are not new to hos- 
pitals, especially the larger insti- 
tutions. Earlier experience how- 
ever seems frequently to have 
shown either the “bogging down” 
or the “start and stop” syndrome. 
Revival of interest in these tech- 
niques therefore requires repeti- 
tion of cautions which sometimes 
have not been heeded. 

1) Job evaluation and merit rat- 
ing are specific techniques that 
must fit into a total program of 
wage and salary administration. 
They are not synonymous with 
such a program. 

2) While useful for the specific 
purposes intended, these tech- 
niques will perform no magic such 
as changing the labor supply. 

3) These techniques require con- 
stant attention, with manhours 
budgeted to their application if 
they are to be successfully applied. 

Personnel Relations—With the 
growing preoccupation with public 
relations has come an augmented 
awareness on the part of hospital 
management of the attitudes of 
hospital personnel in creating the 
total public relations image of the 
hospital in its community.®? Hos- 
pital public relations programs 
and institutes have generally iden- 
tified hospital personnel as one of 
the key hospital “publics,” re- 
sponsible as they are for creating 
good will or ill will toward the 
hospital through their contacts 
with patients, visitors, and their 
own friends and families. 

In addition to acceptance of the 
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fact that hospital public relations 
can be improved through better 
personnel relations, National Hos- 
pital Week in 1957 showed accept- 
ance of the premise that the re- 
verse may be true as well. In the 
“Careers That Count” program, 
this single major organized na- 
tion-wide public relations effort 
of hospitals was devoted to sell- 
ing young people on careers in 
the health field and the hospital 
as a good place in which to work. 

Collective Bargaining—Literature®-!2 
and discussions among hospital 
administrators during the year re- 
vealed a variety of attitudes re- 
garding unions in hospitals. Unions 
are described as bad, perhaps not 
so bad, and perhaps good for the 
hospital field. Union organization 
is felt to be inevitable by some, 
while others feel that unions have 
no place in hospitals, and that ef- 
forts in this direction can and 
should be defeated. 

Complicating the picture are 
new and continued efforts by some 
professional associations which 
seek collective bargaining recog- 
nition without the union label, and 
other associations which wish to 
participate actively in salary set- 
ting without seeking formal recog- 
nition as bargaining agents. 

Coverage of hospital employees 
by collective bargaining contracts 
is still limited to relatively few 
regions. In ‘other. regions and 
in certain types of hospitals, spe- 
cific classifications of personnel 
may be covered by a contract. 
There continues to be no sound 
data on the extent of this cover- 
age, although it is generally ob- 
served to be a very small propor- 


_ tion of total hospital employment. 


Continued interest of hospitals 
in the subject is reflected in the 
current preparation by the Ameri- 
can Hospital Association of a 
booklet, Hospitals and Employee 
Groups.} 

Turnover—A series of studies of 
turnover among all levels of nurs- 
ing personnel in a_ substantial 
sample of hospitals produced the 
most reliable data to date regard- 
ing the volume of personnel turn- 
over in this group, which repre- 
sents almost half of all hospital 
employees.!4-16 These studies pro- 
vided a sound base line by which 
other hospitals might compare 
their turnover and with which to 


compare turnover rates in the 
future. 

These studies also added a new 
index, called the “instability rate,” 
which is the percentage of per- 
sons employed at the beginning of 
a year who terminated their em- 
ployment during the year. This 
new index supplements the more 
gross over-all turnover rate in 
presenting a picture of the fre- 
quency with which hospital em- 
ployees are leaving their jobs. 
This index may well be tried out 
by the administrator along side 
his other prime indexes (which up 
to this time must certainly have 
included the personnel turnover 
rate) which transmit to him the 
state of adequacy of his organiza- 
tion. 

One of these studies,’ which 
analyzed three hospitals’ attitudes 
toward working conditions of 
those who left and of those who 
stayed, showed, significantly 
enough, that there was no differ- 
ence between the leavers and the 
stayers in their attitudes regard- 
ing pay, satisfaction with immedi- 
ate working group, and fatigue. 
The most significant differences 
between the two groups were in 
age, experience, tenure, and job 
stability. These findings are cer- 
tainly contrary to the opinion of 
those who have assumed that 
much of the nursing personnel 
situation can be solved by higher 
pay and easing of physical job 
pressures. 

Salary Surveys—During the year 
detailed studies of earnings in hos- 
pital jobs in 16 labor market areas 
throughout the country became 
available from the U. S. Bureau of 
Labor Statistics.!7-!9 These studies, 
performed from June 1956 to 
March 1957 in metropolitan areas, 
provide data on actual average 
earnings whereas prior available 
studies had been based upon 
quoted salary schedules. Intercity 
comparisons of actual average 
rates paid in most key positions 
and analyses of supplementary 
benefits make these studies even 
more useful for reference pur- 
poses. 

Fringe Benefits—Despite evidence 
of substantial interest in nonwage 
benefits to hospital personnel, only 
one analysis of the fringe benefit 
program of one hospital appeared 
during the year.” This study, 
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which found that nonwage bene- 
fits totaled 10 per cent of total 
wage and salary expenditures, is 
of value in describing a method 
of evaluating such benefits, and as 
a basis of comparison of nonwage 
expenditures with those at other 


hospitals. 
Staffing Prototype Studies—During 
the year additional prototype 


studies showing average staffing 
schedules for hospitals of various 
sizes became available. These con- 
tinue to be useful as very general 
guides.?! 

Miscellaneous—-Articles published 
during the year regarding recruit- 
ment, orientation, testing, em- 
ployee attitudes, exit interviews, 
employee health programs and 
other personnel programs show 
continued interest in the specific 
techniques involved in discharg- 
ing the personnel function. Of 
particular interest to the adminis- 
trator might be a _ provocative 
article by Johnson*? which sug- 
gests the practical methods by 
which an administrator actually 
evaluates in the workaday situa- 
tion whether the personnel de- 
partment is doing an effective job. 

In conclusion, no summary of 
1957 contributions to the hospital 
personnel field would be complete 
without reference to a book” 
which in the most detailed, objec- 
tive and illuminating manner de- 
scribes the female labor market 
and the female working force. The 
hospital administrator who recog- 
nizes that he is an employer pri- 
marily of women, will learn much 
from this systematic treatment of 
the manner in which the woman 
worker differs as an applicant and 
as an employee from the male 
worker, around whom much of the 
industrial personne] literature is 
written. Useful projections re- 
garding the future availability of 
women workers are also _ in- 
cluded. 
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INTRODUCTION. 


DVANCES IN THE field of hospi- 
tal pharmacy during 1957 
are significant to hospital admin- 
istrators. The growing interest 
among all those concerned with 
providing a pharmacy service in 
hospitals carries a challenge to 
keep abreast of developments in 
this specialty. New concepts of 
practices, trends in therapeutics, 
and contributions of the organi- 
zations—pharmaceutical and hos- 
pital—present a growing aware- 
ness of the pharmacist’s role in 
the hospital of today. 
Significant in all these develop- 
ments are the national organiza- 
tions and the committees and 
staffs which have been set up in 
recent years. The American So- 
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ciety of Hospital Pharmacists, 
now in its 16th year, has shown 
dynamic leadership in contribut- 
ing toward providing better phar- 
macy practice in hospitals. As an 
affiliate of the American Pharma- 
ceutical Association, the two 
groups have joined in setting up 
a division of hospital pharmacy 
at the APhA headquarters in 
Washington.* With a _ full-time 
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maceutical Association and the American 
Society of Hospital Pharmacists. 2215 
Constitution Avenue, N.W., Washington 


& 
| 


staff under the direction of a ca- 


reer hospital pharmacist, the di- 
vision . serves as a center of 
information to pharmacists and 
administrators. 

The American Hospital Asso- 
ciation also gives much attention 
to hospital pharmacy through its 
Council on Professional Practice 
which has a hospital pharmacist 
as a full-time staff representa- 
tive.*1 Concerned chiefly with 
services to hospital administrators, 
as well as pharmacists, the AHA 
has fostered the work of the Joint 
Committee of the American Hos- 
pital Association and the Ameri- 
can Society of Hospital Pharma- 
cists. During the past year, this 
committee has been concerned 
with many aspects of pharmacy 
practice in hospitals. 

It should also be mentioned that 
the Catholic Hospital Association 
has a Committee on Pharmacy 
Practice which is concerned chiefly 
with problems related to provid- 
ing services in Catholic hospitals 
and carrying out the annual in- 
stitute sponsored by the CHA. 


CURRENT PRACTICES 


Literature—Along with other spe- 
cialties in the hospital field, the 
literature of hospital pharmacy 
has increased tremendously. This 
is the result of total activity in the 
specialty as well as the demand 
for information on hospital phar- 
macy by all concerned with pro- 
viding pharmacy service. The na- 
tional hospital publications all 
devote considerable attention to 
pharmacy and carry specific sec- 
tions on the subject. Also, the 
American Society of Hospital 
Pharmacists has continued to 
publish The Bulletin which, be- 
ginning in January 1958, became 
a monthly known as the Ameri- 
can Journal of Hospital Phar- 
macy. 

A significant contribution to the 
literature of hospital pharmacy in 
1957 was the Law Issue of The 
Bulletin of the American Society 
of Hospital Pharmacists, which 
included a comprehensive article 
on “The Law of Hospital Phar- 
macy,” by George F. Archam- 
bault.2 Other articles covered in- 
vestigational drugs and suggested 


regulations for handling narcotics 


*Joseph Oddis, staff representative, 
Council on Professional Practice, Ameri- 
can Hospital Association, 18 East Division 
St., Chicago 11, Il. 
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in hospitals, subjects that are of 
interest to administrators as well 
as pharmacists. Reprints have 
been widely distributed and are 
available from the Division of 
Hospital Pharmacy of the Ameri- 
can Pharmaceutical Association 
and the American Society of Hos- 
pital Pharmacists. 

Also appearing for the first time 
was a special issue of the Journal 
of the American Pharmaceutical 
Association devoted to hospital 
pharmacy.* The issue featured a 


- geries of articles intended to re- 


late hospital pharmacy to the 
other segments of the profession 
and imbue an appreciation of 
services offered in this specialty. 
Other references of particular 
note include the third supplement 
to the Comprehensive Bibli- 
ography on Hospital Pharmacy, 
published in the Bulletin of the 
ASHP, and the references under 
“Pharmacy Department” in Hos- 
pital Periodical Literature Index, 
published twice yearly by the 
American Hospital Association.*5 
Education, Training, Personnel— 
Education and training of hospi- 
tal pharmacists to meet the cur- 
rent demands has become a prim- 
ary consideration in this specialty. 
It is apparent that with the chang- 
ing educational pattern (five- and 
six-year course as a prerequisite 
for pharmacy practice), the edu- 
cation and training of hospital 
pharmacists must be re-evaluated. 
Presently, the education and 
training of pharmacists practicing 
in hospitals varies greatly—from 
those who completed pharmacy 
school when three or four years 
was the requirement to those hav- 
ing a master of science degree 
accompanied by a formal intern- 
ship in hospital pharmacy (usu- 
ally six years). Those in the first 
category make up the great ma- 
jority of practitioners in the 
specialty. Among this group are 
many of the outstanding hospital 
pharmacists of today—many of 
whom have acquired a_ broad 
knowledge of the field through 
experience, sometimes  supple- 
mented with training in the form 
of an internship not combined 
with academic work in a school 
of pharmacy. 
Hospital pharmacists the 
second category are relatively 
few, since the master’s degree in 


hospital pharmacy has been of- 
fered during the past decade only. 
Nevertheless, the present pat- 
tern of education for career hos- 
pital pharmacists is the bachelor 
of science degree, followed by a 
two-year combined program of 
internship and graduate study for 
which a certificate of internship 
is offered by the hospital and a 
master of science degree is 
awarded by the college or uni- 
versity. 

In considering the six-year pro- 
grams, it has been suggested that a 
six-year undergraduate program 
leading to a doctor of pharmacy 
degree might be advantageous for 
those practicing in an environ- 
ment so closely associated with 
others possessing the professional 
doctor’s degree.® 

A minimum standard for phar- 
macy internships in hospitals, re- 
vised and adopted by the ASHP, 
was published in the American 
Journal of Hospital Pharmacy for 
March 1958.’ This standard serves 
as a guide in the evaluation of ac- 
creditation of internship training 
programs in hospital pharmacy. 
In 1957, through the Division of 
Hospital Pharmacy of the APhA 
and the ASHP, preliminary plans 
for an approval program were 
launched. In succeeding years, it 
is anticipated that hospitals offer- 
ing the internship program will 
be inspected for approval of the 
training. offered. 

The effect of education and 
training on the supply and de- 
mand for trained practitioners in 
the field of hospital pharmacy is 
not clearly defined. It has been 
fairly well established during the 
past few years that hospital ad- 
ministrators are seeking the serv- 
ices of registered pharmacists who 
are adequately prepared to serve 
both administrative ahd profes- 
sional capacities in providing a 
service to patients, hospital, and 
staff. Significant estimates for the 
“Needs for Hospital Pharmacists in 
the United States—1957 Through 
1970” were made at the Pan- 
American Congress on Pharmacy 
and Biochemistry in November 
1957.8 Accordingly, it is estimated 
that approximately 450 additional 
hospital pharmacists will be re- 
quired annually by 1960 and that 
by 1970 this annual need will rise 
to approximately 470. The figures 
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are conservative in that the au- 
thor has not taken all factors in- 
to consideration. 

Closely allied to education, 
at training, and the demand for hos- 
pee pital pharmacists is the placement 
egy *- of practitioners and a source of 
information for administrators 
who wish to employ pharmacists. 
Such a placement service has been 
carried out for a number of years 
by the Division of Hospital Phar- 
macy. Numerous hospital admin- 
istrators are using this service 
and find it helpful. According to 
a statement from the Division of 
Hospital Pharmacy, “the ultimate 
purpose [of the service] is the 
improvement of pharmaceutical 
services in hospitals, by more ade- 
quately fulfilling hospital phar- 
macy personnel needs and by 
locating positions which provide 
challenging opportunities for 
pharmacists who have indicated 
an interest in a hospital career.” 
Incidentally, the service is car- 
ried out without charge to either 
the employee or the employer. 

The Formulary System and Hospitals— 
The formulary system in hospi- 
tals, although not a new concept, 
has been a subject of great con- 
troversy in recent months.’ In 
view of accusations of alleged 
substitution in hospitals, the 
American Society of Hospital 
Pharmacists has endeavored to 
study the problem. As the result, 
a statement on the formulary sys- 
tem and alleged substitution in 
hospitals was formulated and 
presented by a special committee 
of the ASHP. Formulation of such 
a statement was the result of 
questions of alleged substitution 
| raised by some members of the 
Ge drug industry regarding the for- 
as mulary system as practiced in 
i hospitals, The statement attempts 
i to clarify the basis of the formu- 
lary system by defining substitu- 
tion, the pharmacy and thera- 
peutics commmittee, and the 
formulary system. The statement 
concludes that under the condi- 
tions outlined (in the statement), 
“substitution is not involved in 
operation of the formulary sys- 
tem’’.11 

The formulary concept has had 
the support of leaders in the hos- 
pital field as well as physicians. 
An article under the heading “Ra- 
tional Drug Therapy—wWhat It Is 
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and What It Is Not,” and a later 
editorial entitled “Rational Drug 
Therapy,” clearly state the need 
for the formulary system in pro- 
moting rational drug therapy.!.!* 
As stated in the editorial, “‘it must 
be recognized, however, that a 
valid formulary program must be 
based upon the acceptance of gen- 
eric terminology and the forma- 
tion of a pharmacy and thera- 
peutics committee.” 

In carrying out the formulary 
system, it has been pointed out 
that ‘a well-operated formulary 
system must be guided by prin- 
ciples which are just and fair to 
the patient, the medical staff, the 
pharmacy staff and the hospital.” 
Ten guides for the operation of a 
formulary system have been sug- 
gested as guiding principles for 
pharmacists.'* 

Closely allied to this concept, 
the ASHP has proceeded toward 
development of the American 
Hospital Formulary Service, 
which should be available during 
1958. This system, designed as a 
service to hospitals, will provide 
monographs on all drugs widely 
used in hospitals. The pharmacy 
and therapeutics committee of 
each hospital will select those 
drugs to be included in the hospi- 
tal formulary.'5 

Investigational Drugs——Use of in- 
vestigational drugs in hospitals, 
with particular regard for patient 
safety and legal aspects, has been 
given wide attention by pharma- 
cists and physicians in hospitals. 
In the Law Issue of the Bulletin 
of the ASHP, George F. Archam- 
bault pointed out the legal impli- 
cations and Don Francke, in the 
same publication, discussed some 
principles of handling investiga- 
tional During recent 
years, both the American Society 
of Hospital Pharmacists and the 
American Hospital Association 
have given study to the problem 
and through the joint committee 
of the two organizations, have 
evolved principles for handling 
investigational drugs in hospitals. 

Of great significance to hospi- 
tals and the practice of pharmacy 
in hospitals is the statement of 
principles involved in the use of 
investigational drugs in hospitals 
approved by the Board of Trustees 
of the American Hospital Asso- 
ciation on Sept. 9, 1957.18 Elabo- 


ration of this statement, along 
with editorial comment, is cov- 
ered with more comprehensive 
statements under the title “What 
Hospitals Should Know About 
Investigational Drugs.’’!%.20,21 

In summary, the AHA state- 
ment and the articles mentioned 
above ‘suggest four important 
points: (1) definite policies and 
procedures, (2) a central hospital 
respository for information on in- 
vestigational drugs, (3) simplicity 
of reporting, and (4) minimal 
records. 

Audit of Pharmaceutical Service in 
Hospitals—During the past year, 
many hospital administrators and 
pharmacists have responded to 
questionnaires directed from the 
Audit of Pharmaceutical Service 
in Hospitals. This study, being 
carried out under a grant from the 
U. S. Public Health Service to the 
Division of Hospital Pharmacy of 
the APhA and ASHP, is designed 
to provide factual information 
which will be helpful in improv- 
ing pharmaceutical service in hos- 
pitals.2 It is anticipated that the 
report covering this two-year 
study will appear during 1958. 

Smaller Hospitals—In both hospital 
and pharmaceutical groups, con- 
tinued attention has been given 
to providing pharmacy service in 
smaller hospitals (less than 100 
beds). Among the studies being 
made of this problem are: (1) the 
current audit, mentioned above; 
(2) a continuing survey being 
carried out by D. Moravec in a 
group of Midwest hospitals; (3) 
a survey being made in hospitals 
of less than 100 beds in Michigan, 
and numerous other studies being 
carried out in local areas.*3.24 Al- 
though progress has been made, 
it is apparent that methods of 
drug distribution in small hospi- 
tals will be given greater atten- 
tion in the near future, This is in 
an area which is currently under 
study by the Joint Committee of 
the AHA and the ASHP. 

Standards for Pharmacy——Continued 
attention has been given by hos- 
pital pharmacists, as well as 
others concerned with hospital 
practice, to standards for phar- 
macy service. Of particular sig- 
nificance are the recently revised 
Standards of the Joint Commis- 
sion on Accreditation of Hospi- 
tals.25 These standards follow 
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closely the Minimum Standard 
for Pharmacies in Hospitals de- 
veloped several years ago by the 
American Society of Hospital 
Pharmacists and approved by the 
American Pharmaceutical Asso- 
ciation, the American Hospital 
Association, the Catholic Hospital 
Association, and approved edi- 
torially by the American Medical 
Association.”* A continuing Com- 
mittee on Minimum Standards of 
the ASHP is working toward re- 
vision of the present standard.’ 

Poison Control Centers—The phar- 
macist’s role in the poison control 
centers being set up throughout 
the nation has become apparent.” 
Individual hospital pharmacists 
are contributing immeasurably in 
assisting in the development of 
sources of information in connec- 
tion with these problems. The 
American Society of Hospital 
Pharmacists is giving the matter 
attention through its Committee 
on Economic and Household Poi- 
sons.**.89 Also, a hospital pharma- 
cist, H. Louis Verhulst, has been 
named assistant director of the 
National Clearinghouse for Poison 
Control Centers, a unit estab- 
lished in 1957 under the Depart- 
ment of Health, Education, and 
Welfare, in Washington. 

Trends in Practice——Advances in 
the actual day-to-day practice of 
hospital pharmacy are apparent 
from the above discussions. How- 
ever, mention can also be made 
regarding developments which 
may have a great influence on the 
practice of pharmacy in hospitals. 
Among these current develop- 
ments could be listed the use of 
disposable needles and syringes, 
new prepackaging’' techniques, 
methods of working closer with 
medical service representatives in 
making information readily avail- 
able, work simplification proce- 
dures, handling radioisotopes in 
the pharmacy, and methods of 
controlling medication errors.*! 
through 34 These, as well as num- 
erous other areas, are being 
studied by hospital pharmacists 
in their continued efforts to pro- 
vide better pharmacy service in 
the interest of patient care. 
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prepayment 


¢ 13 million hold ‘major medical’ coverage 


e Wider variety of Blue Cross contracts available 


e Rate increase hearings indicate public's interest 


by BASIL C. MaclEAN, M.D. 


INTRODUCTION 


H*™ THE American public feels 
about meeting its health 
needs is dramatically shown by 
the phenomenal growth of health 
insurance in recent years. By the 
end of 1957 about 123 million 
people, or 75 per cent of the 
population, had purchased some 
prepayment protection for the 
costs of hospital care. Ninety mil- 
lion persons similarly provided for 
the costs of surgical care and about 
75 million persons for the costs 
of inhospital medical care. In the 
United States, the 80 Blue Cross 
Plans now provide their - broad 
hospital service benefits to 52 mil- 
lion persons for which they paid 
participating hospitals some 1.1 
billions of dollars in 1957. 

A similar growth both in per- 
sons covered and scope of benefits 
provided has occurred in the 65 
Blue Shield Plans. Commercial 
insurance companies also have 
greatly increased their sales of 
hospital, medical and surgical in- 
demnity coverages. Of the latter, 
the most striking increase is in 
the type of coverage known as 
“major medical” now held by 
about 13 million people. Still to 
be proven is the long-term effec- 
tiveness of the deductible and co- 
insurance cost controls on which 
major medical coverage relies. 


Basil C. MacLean, M.D., is president, Blue 


Cross Association. 


National Voice for Bive Cross—An 
important development during the 
year 1957 was the reorganization 
of the Blue Cross Association. It 
was directed to speak and act for 
Blue Cross nationally on subjects 
that affect more than one Blue 
Cross Plan. It supplements the 
many activities of the American 
Hospital Association Blue Cross 
Commission which pioneered in 
supplementing the work of local 
Blue Cross Plans. 

While Blue Cross developed 
largely in the thirties, the national 
account “market” had its greatest 
development during the late 
forties. Since World War II there 
has been a decided trend toward 
company mergers and broader na- 
tional operations. It has been esti- 
mated that—excluding the self- 
employed, the farm population and 
those who are essentially not part 


of the labor force—over 50 per 


cent of the remaining employed 
persons in the United States work 
for a company with employees in 
more than one state. These de- 
velopments have brought central- 
ized management and centralized 
personnel administration. National 
employers seek prepayment me- 
chanisms that conform to central 
administration. 

Unions Bargain for Prepaid Health Care 
—Coupled with the trend toward 
larger companies, the principal 
unions, during the late forties, in- 
troduced social welfare benefits 


ineluding prepaid health care as 
a matter for collective bargaining. 

The intricacies of collective bar- 
gaining necessitated the transla- 
tion of coverage into terms of 
broad benefit outlines to be paid 
for at rates expressed in terms of 
cents-per-hour. Because employ- 
ers and unions have assumed re- 
sponsibility for the selection and 
cost of prepaid health care pro- 
grams, they concern themselves 
with such matters as equity to 
all employees, which they translate 
into uniform benefits and then in- 
to uniform rates. Having assumed 
responsibility for selection and 
cost, both employers and unions 
naturally become more price and 
economy conscious. An interest in 
plan financing and hospital opera- 
tion is emerging that can be a 
great asset if it meets appropriate 
response from Blue Cross and 
hospitals. 


CURRENT PRACTICES 


-_ HARNESS the local strengths 
of Blue Cross to the increas- 
ing complexities of developments 
on the national scene, the Blue 
Cross Association was activated. 
The association is a federation of 
its 64 independent member plans 
whose membership comprises 91 
per cent of Blue Cross enrollment 
in the United States. These mem- 
ber plans have transferred to their 
federation the responsibility and 
authority to speak on their behalf 
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with a single voice in national 
situations. 

Through the association, mem- 
ber plans pledge to fulfill commit- 
ments made on their behalf within 
the framework of the delegated 
responsibility. The association does 
not supersede nor dilute the full 
authority of local plans for their 
affairs. For the first time, how- 
ever, Blue Cross can, through the 
proper exercise of the authorities 
granted to the association by its 
members, take firm positions in 
national matters, especially those 
involving service to groups of em- 
ployees located in more than one 
plan area. 

Neither Commercial Enterprise nor 
Charity—Blue Cross Plans are 
unique phenomena in American 
society. They are clearly affected 
with the public interest—distinct 
from commercial enterprise on the 
one hand and from alms-giving 
charity on the other. As eleemosy- 
nary corporations they have be- 
come public servants as effective 
fiscally as are voluntary hospitals 
in the actual provision of services. 
With large segments of the work- 
ing force employed by national 
employers, and a growing pro- 
portion of the costs of health serv- 
ice financed through prepayment, 
it was both natural and inevitable 
that local Blue Cross Plans should 
develop an effective instrument 
through which they could speak 
and act in unison. 

Hospitals have been so closely 
allied with the development of 
Blue Cross in units serving a 
designated local geographic area 
that it is perhaps difficult for them 
to understand the national identity 
conferred on Blue Cross by the 
general public. The national ap- 
proval standards promulgated by 
the AHA and the broad accept- 
ance of the Blue Cross symbol 
does not suggest that Blue Cross 
activity is accomplished through 
80 independent Blue Cross Plans 
with wide variations in the type 
and scope of benefits offered. 

The man on the street makes 
little distinction between the hos- 
pital and medical care elements 
of his single illness experience and 
is understandably confused by the 
importance attached to this dis- 
tinction by hospitals and physi- 
cians. The movement of people 
from one area of the country to 


another adds to the public im- 
patience with variations in local 
Blue Cross and Blue Shield prac- 
tices. 

Serves Patients Away from Home— 
The Blue Cross Association is the 
most recent of a series of efforts 
to make the local strength of Blue 
Cross nationally applicable and 
available. With the cooperation of 
participating hospitals and of all 
the Blue Cross Plans, the inter- 
plan service benefit bank assures 
prompt service when needed by 
Blue Cross patients away from 
home. 

In 1948 Health Service Incorpo- 
rated was founded to provide 
needed benefits in areas where a 
local plan could not adequately 
serve members of national cor- 
porations. But none of these steps 
provided a ready mechanism for 
reaching agreement on levels of 
benefits and rates that meet the 
needs of national accounts and are 
acceptable to all the participating 
plans serving the group. This is 
the essential function the Blue 
Cross Association has been created 
to perform. It is essential if Blue 
Cross is to carry to full fruition 
its pledge to hospitals that it will 
serve fully all segments of the 
American population. 

The association will also help 
Blue Cross help hospitals by unify- 
ing the ways Blue Cross asks hos- 
pitals to function. By strengthen- 
ing Blue Cross nationally, it has 
strengthened Blue Cross locally. 
And, since hospitals have a good 
de@ to say about what Blue Cross 
does locally, they will automatic- 
ally have an important voice in 
what Blue Cross does nationally. 
No other form of health prepay- 
ment mechanism has this direct 
interest in the problems faced by 
the hospitals as providers of 
service in an economic world that 
has changed fantastically for hos- 
pitals in the last 20 years. 

Regular Income Helps Hospitals Plan 
—It is worth remembering that it 
was the development and growth 
of Blue Cross which brought to 
hospitals for the first time in their 
history an assurance of regular in- 
come. While other forms of pre- 
payment now contribute to that 
income, it was Blue Cross which 
showed the way and which still 
pays to hospitals each year more 
money than all the commercial 


insurance companies combined. It 
is the regularity and assurance of 
this hospital income which makes 
it possible for hospitals today’ to 
plan soundly for their future com- 
munity service programs. 

The term “medicare” referring 
to the hospital and medical care 
of dependents of those in the 
military services is now a familiar 
one to all hospital people. Its first 
year, which commenced Dec. 7, 
1956, has been successfully ac- 
complished through Blue Cross in 
35 states and territories, through 
Mutual of Omaha for hospital care 
in the balance of the states, and 
with Blue Shield, medical societies 
and Mutual of Omaha handling 
medical-surgical coverage. Its esti- 
mated annual cost is $75 million. 
The Blue Cross Association is re- 
sponsible for that part of the pro- 
gram which is handled through 
Blue Cross Plans. 

Canadian State-controlled System— 
The United States will soon be 
the only country with a voluntary 
prepayment system covering the 
majority of its people. Canada will 
soon move into a state-controlled 
hospital care prepayment system 
in a majority of its 10 provinces. 
An example is Ontario where the 
staff and facilities of the Blue 
Cross Plan for Hospital Care in 
Toronto are largely being trans- 
ferred for the operation of the 
new governmental plan in that 
province. It is still in doubt 
whether the province of Quebec 
will join in the national scheme. 

Blue Cross Plans show continu- 
ing trends toward expansion of 
covered services, wider variety of 
contracts available and _ longer 
period of stay covered. The battle 
continues to remove from Blue 
Cross contracts traditional hospi- 
tal services such as radiology, 
pathology and anesthesia. Long 
established practices of hospitals 
have come under attack as con- 
stituting the illegal corporate prac- 
tice of medicine, despite the wise 
opinion of the general counsel of 
the AHA that the law should not 
“interfere with the operation of 
nonprofit hospitals in whatever 
manner may be conducive to the 
welfare of their patients.” As he 
has stated, “Coordinating the great 
variety of professional and non- 
professional services in the modern 
hospital would be all but impos- 
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Illustrates abdominal treatment using 20cm x 20 cm pert and 50cm S.S.D. 


Only Westinghouse Cobalt 60 Stand Gives You 
Positive Collimation, Finger-Tip Control, 
9 Automatic Safety Features 


No other radiation therapy unit can match the Westinghouse Cobalt 
60 for precision, ease of operation and completely automatic safety. 
The “Dial-A-Cone” turret provides seven portals selected with 
finger-tip ease. Cone turret automatically indexes, seats and locks. 
In addition, Westinghouse furnishes interchangeable lightweight 
cones for any desired shape of emission. And . . . the cone walls hold 
direct leakage radiation to less than 1%, of the primary beam in- 
tensity at one meter distance. 

The exclusive “Dial-A-Cone” feature limits and confines radia- 
tion; penumbra is reduced. Either large or small fields can be 
applied at source-skin distances as short as 30 cm. Maximum field 
area of primary beam at 50 cm is 20 cm x 20 cm. This field size 
cannot be attained by other Cobalt units. 

Westinghouse has engineered into the Cobalt 60 unit ten exclusive 
individual safety features, nine of which are completely automatic. 
These provide unequaled protection for both patient and operator. 

The entire unit, finished in baked ivory enamel and gold, when 
placed in pleasant, modern surroundings, produces an attractive 
addition to the department and contributes to reduction of patient 
anxieties. For full details and complete specifications of this modern 
Westinghouse Cobalt 60 stand or the rotational unit, ask your West- 
inghouse X-ray Specialist, or write: Westinghouse Electric Corpo- 
ration, X-ray Dept., 2519 Wilkens Avenue, Baltimore 3, Md. 

J-08356 


you CAN BE SURE...1F ITS Westi nghouse 
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sible if each professional partici- country. Fifteen years ago it ap- that it desires a greater under- 
pant were required to be an peared to many that the summit standing of the health services it 
independent entrepreneur.” of Blue Cross coverage might be is financing through prepayment. 


England Center Hospital, Boston. 
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vias The problems of health care of 25 million people. Total Blue Cross Public “hearings on rate increases, 
ee the aged have attracted even more enrollment today, however, more the wide participation of consumer 
=. attention from governmental bod- than doubles that number and _ representatives in these hearings, | 
lg ies during the year. Federal legisla- continues to grow. As the strong- and the interest of public officials 
ae tion has been proposed in addition est financial arm of voluntary hos- is part of this evidence. Public . 
+ to that raised in state legisla- pitals in the United States and a understanding that both Blue 
<a tures. Blue Cross Plans in general partner in the voluntary hospital Cross and hospitals do, in fact, 
e carry retirees and those over 65 system, Blue Cross strength de- operate in the public interest has 
= by conversion and are not subject pends, of course, on the under- long been a desirable goal. It now 
ae: to the criticism directed against standing, loyalty and support of becomes imperative. 
most commercial health insurance __ its partners. 
companies on this score. The year 1957 provided grow - 
Strength Depends on Cooperation ing evidence that the public wants (Vol, Numicles written during ca 


There is no indication that the and is willing to pay for more the subject of health insurance. The peri- 


odical literature index is available for five 


prepayment mechanism in health comprehensive benefits, more lib- dollars per year from the American Hospi- 
insurance will be retarded in this eral eligibility provisions, and 


tal Association, 18 E. Division St., Chicago 
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ANNUAL ADMINISTRATIVE REVIEWS 


public relations 


e Planned PR programs 
expanding 


¢ Community relations 
emphasized 


e Reports of projects 
and results 


by E. M. FRIEDLANDER 


INTRODUCTION 


HE TERM “public relations” has come into 
usage among hospitals only 
within recent years. Actually, the activity 
itself has been in operation in hospitals in 
qualified ways for many years under various 
names and as various undefined and un- 
coordinated efforts. Hospital public relations 
is new only in the sense that is has assumed 
a new importance as its value has been recog- 
nized. It is still not clearly understood, how- 
ever, how this value can best be achieved. 


E. M. Friedlander is director of public relations, New 
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0 YOURTOWN MEMORIAL HOSPITAL 
v 
| Sores) [shor] 
JOAN JONES 3016112 8/7 9\2 87 | 
Charges JOAN JONES 
completely 1060 SMITH STREET 2400261 
LOUIS MO 
listed by date 
GROUP HLTH AND ACCIOENT split auto- 
| 15'00 15:00 matically. 
18) COMPLETE BLOOD 6:0 0 0 
5:25 5:25 
9118 22/00 7:00 
ROOM AND BOARD 
919| x RAY CHEST 15/00 8'75 6'\25 
919) ORUGS 
9119| OXYGEN 5'25 5'25 
ROOM ANDO BOARD 22:00 | 15.00 700 
920} ORUGS 1/10 110 
920) ORUGS 1:10 1:10 
3 ROOM AND BOARD 22100 15/00 
922 ROOM AND BOARD 22: ; 
922) WHITE BLOOD COUNT 2'0 0 : 2'0 0 limit recognized 
922 ORUGS i110 1,10 and charges 
923) ROOM AND BOARD 2:0 0 7:0 0 
9123) OXYGEN 5:2 5 5\2 5 appropriately 
9124, ROOM AND BOARD 2'0 0 7:00 : 
9124, ORUGS 1/10 1/1 0 split. 
ROOM AND BOARD 2:0 0 700 
925) ELECTRO CAROIOGRAM 
9126) ROOM AND BOARD 2'0 0 7:00 
9127 ROOM AND BOARD 0 7/00 
9128 ROOM ANDO BOARD 2'0 0 22:00 
| Hi 
| a Separate totals 
| for patient and 
third party. 
3 22'60 137'60 


IBM PATIENT BILLING 


distributes third-party charges automatically 


e Automatic accounts-receivable control. 
e Swift and easy preparation of aged trial 
balance. 


Swift, automatic distribution of charges 
between patients and third-party guar- 
antor—this is only one of the many ways 
IBM in-patient billing systems help you 
serve patients better. 


* * * 
Find out how IBM can modernize your 
accounting operation. Get the complete 
facts from: HOSPITAL DEPARTMENT 
A58a, International Business Machines 
Corporation, 590 Madison Avenue, New 


York 22, New York. 


OTHER BENEFITS: 


@ Itemized and legible bills. 
e Accurate, detailed revenue breakdowns 
and up-to-the-minute expense reports. 


DATA 
PROCESSING 


DATA PROCESSING + ELECTRIC TYPEWRITERS TIME EQUIPMENT + MILITARY PRODUCTS 
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Generally, hospital public rela- 
tions is recognized by those who 
are concerned with it as develop- 
ing better understanding, accept- 
ance and support from various 


publics, including patients and the 
community. As yet, there is no 


commonly accepted definition of 
the limits of this activity, its pur- 
poses, its methods of operation, or 
its proper place in the organiza- 
tional structure or on the profes- 
sional or vocational scale in the 
hospital setting. 

Because public relations is still 
relatively new to hospitals, ac- 
ceptance and implementation of 
well coordinated programs have 
been slow in coming. There is still 
a piecemeal approach. However, 
reluctance to spend money for an 
intangible commodity called pub- 
lic relations is being replaced by 
a recognition of the value of such 
an effort to patient care. The de- 
velopment of planned public rela- 
tions programs in hospitals is com- 
ing into being on an expanding 
scale. This is evidenced by (1) the 
increasing number of boards of 
trustees and administrators who 
are examining their needs for de- 
veloping better relationships be- 
tween their hospitals and their 
publics, (2) the number of hospi- 
tals which now have qualified pub- 
lic relations directors on their ad- 
ministrative staffs, and (3) the 
number of public relations con- 
sultants who are spending an in- 
creasing amount of time on hospi- 
tal accounts. The growing amount 
of space which hospital periodicals 
and associated journals are devot- 
ing to public relations material 
bears out this observation. 


CURRENT PRACTICES 


HOSPITAL public rela- 
tions still wants for more 
clearly defined limits, purposes, 
methods of operation, and a place 
in the organizational structure, 
there are trends in current prac- 
tices which indicate a_ positive 
movement toward these goals. On 
the one hand, surveys and studies 
of public attitudes toward hospi- 
tals are beginning to appear! to- 
gether with the promise that at- 
titude studies of particular publics 
will be forthcoming in the near 
future.44.5 These are and will be 
valuable tools which hospitals can 


92 


use to evaluate their needs and 
purposes for coordinated and ef- 
fective public relations programs. 
On the other hand methods of self- 
examination are becoming avail- 
able by which hospitals can evalu- 
ate both their relationships to 
their publics, and how well they 
are doing to provide the necessary 
action to develop, correct or con- 
tinue those relationships.*5.6.7.8 

Within this framework of move- 
ment toward a better understand- 
ing on the part of hospital staff 
members including those directly 
involved in public relations activi- 
ties, are attempts to view the sub- 
ject from an over-all perspective. 
Presenting some useful sugges- 
tions on programs and methods 
coupled with actual case histories 
is one method of approach.? Some 
concrete and well thought out pur- 
poses and methods of approach to 
better public relations are also 
valuable contributions to the whole 
picture.!° This type of thinking is 
being done not only in the larger 
hospitals where professional pub- 
lic relations people are engaged, 
but in smaller hospitals as well.! 
Self-examinations and reports of 
actual experiences with specific 
programs are contributing to a 
growing understanding of hospital 
public relations as a coordinated 
effort. 

Short Comprehensive Studies—Be- 
cause of the many facets involved 
in public relations efforts, a prac- 
tice of viewing each of these facets 
separately is developing. This is 
being done effectively in_ short 
comprehensive studies in such 
areas as facing adverse publicity;!* 
adapting new methods to fit de- 
velopments in medicine and medi- 
cal care;!% examining the cost 
factors;!4 new techniques;'5 evalu- 
ating a specific type of relation- 
ship;!6 effectiveness of a pro- 
gram;!? importance of employee 
relations;!'® some altruistic con- 
siderations;!9 requisites for dealing 
with newspapers;”° and some other 
often overlooked considerations.?! 

There is also a growing realiza- 
tion of aspects which are common 
to both industrial and hospital 
public relations. These common 
denominators are helping promote 
a better understanding of various 
subjects and consequently better 
and more effective practices. Thus, 
the ideas and experiences of na- 


tionally recognized industrial and 
institutional public relations prac- 
titioners are being exchanged. One 
such example is in the area of in- 
fluencing attitudes and opinions 
through communications to make 


people act.” 


Recognizing Human Factors—As 
against these practical considera- 
tions there is, as there must and 
should be, some soul searching in 
an attempt to find the human fac- 
tors applicable to those persons 
upon whom rest much of the re- 
sponsibility for good public rela- 
tions. Although at times it may 
seem too abstract, it is important 
to recognize these human factors. 
Some viewpoints of value in such 
an examination are offered by 
various hospital people to whom 
care of the sick and religion are 
virtually one and the same. Basing 
their philosophy on the God-given 
goodness of people and the daily 
practice of this goodness, they of- 
fer aspects of the development of 
good public relations that should 
be seriously considered in any re- 
view of the subject.?5.24,25,26 

There is a growing realization 
and recognition that the scope of 
hospital public relations must be 
broadened to work in areas which 
bear directly on various aspects of 
hospital operations. One of these 
areas of primary importance is 
that of governmental relations in- 
cluding Another 
area is that of nursing—one of the 
single most critical services in any 
hospital. In this connection, public 
relations activity can be of great 
help in recruiting as well as in 
helping the nursing profession 
achieve better social and economic 
recognition.?9.30 

Because auxiliaries are an in- 
dispensable group for both inhos- 
pital work and fund-raising, and, 
at the same time, are especially 
effective as spokesmen in the com- 
munity, public relations is ex- 
tending its help to that area.*! 
Expanding on this principle of 
community relations, there are 
additional facets of this relation- 
ship which are the concern of pub- 
lic relations where better under- 
standing is of paramount impor- 
tance.*2 

Publications and Public Relations—— 
Printed matter for hospitals is an- 
other concern that merits and is 
getting more attention. This is es- 
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SCOTCH 


BRAND 


Heavy-Duty Dispenser 


Here’s your chance to get a neat, attractive 
“ScotcH” Heavy-Duty Dispenser free .. . 
for extra taping ease in the pharmacy, auto- 
clave section, emergency rooms—any depart- 
ment. Holds 3-inch-core rolls of “ScotTcH” 
Autoclave or Cellophane Tape—stays put for 
easy one-hand operation. (Regularly $3.95.) 


YOU BUY THIS 


COTCH Autoclave Tape 
and Cellophane Tape Deal “AH” 


Here’s what Deal “AH” includes: 

1. Bulk case “ScoTcH” Autoclave Tape 
(36 rolls—1” x 60 yards). 

2. 12 rolls of “Scotcn” Trans- 
parent Cellophane Tape 
x 2592”). 

3. “ScotcH” Deluxe Heavy 
Duty Dispenser free of cost! 

Offer ends June 30, 1958... 

so order Deal “AH” now. 


WHEN YOU 


Tee A REGISTER OF Omer MINN. EXPORT: AVENUE NEw CANADA: LONDON, ONTARIO, 


LEE >>>: 
... WHERE RESEARCH IS THE KEY TO TOMORROW yy 


APRIL 16, 1958, VOL. 32 93 


i 
4 ™ 4. 
j 
» 
” 
3 
Reg. U.S. Pat. Off 
= 
> 
2 
es 
r 
& 


| 
ry 


* 


Ow 


pecially true of the _ so-called 
“house organs” or employee pub- 
lications. Some excellent studies 
of their value and some ideas on 
their handling are becoming in- 
valuable aids in developing this 
particular phase of most public 
relations activities. 

Hospital public relations is de- 
veloping in great measure as a 
result of experience. Reports of 
actual events, projects, experi- 
ences and ideas of many hospitals 
are adding to the understanding of 
how some specific results can be 
achieved which, when made part 
of a coordinated program, can pro- 
vide a direct help to the hospital’s 
over-all program.*4 through 45 

It is certainly apparent that 
literature in all these areas men- 


tioned is achieving the very im-. 


portant purpose of helping to 
broaden some aspects of hospital 
public relations and to standardize 
others. The trend toward ex- 
changing this type of information 
is continuing to grow and become 
increasingly helpful and impor- 
tant to the field of hospitals and 
hospital public relations. 
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ANNUAL ADMINISTRATIVE REVIEWS 


¢ Hospital purchasing as a profession 


e Price consciousness vs. quality consciousness 


e Centralized vs. decentralized purchasing 


by MARK BERKE 


INTRODUCTION 


pe THESIS that “purchasing is 
important” dominated the 
summary of.the 1956 literature on 
purchasing.! After reviewing the 
literature published in 1957, three 
general conclusions can be 
reached: (1) Purchasing agents 
assert that theirs is, or should be, 
a profession; (2) Many adminis- 
trators and department heads do 
not agree with this assertion; and 
(3) Purchasing agents frequently 
do not act as though they were 
members of a profession. 

These conclusions are not 
limited to the introductory or 
closing paragraphs of articles, 
where they could be dismissed in 
a measure as being somewhat rhe- 
torical. They are topics of central 
concern in the hospital purchasing 
field, and roughly one-third of the 


Mark Berke is director of Mount Zion 
Hospital, San Francisco. 
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articles spend considerable time 
discussing them. 

The reviewer gets the feeling 
that the writers protest too much, 
and one may speculate about their 
reasons for talking to each other 
in these terms. Perhaps they are 
reassuring themselves on the first 
point by stating loudly and re- 
peatedly that purchasing really is 
a profession; commiserating them- 
selves on the second point because 
few other than purchasing agents 
recognize this as a fact; and ex- 
horting themselves on the third 
point to act as though they were 
indeed professional people. 

Whatever the motivations of 
the various authors, the basic rea- 
sons seem fairly obvious: (1) 
Purchasing has the potential to 
develop some of the elements of 
a profession; (2) That potential is 
not often recognized by adminis- 
trators and department heads; 
and (3) Many purchasing agents 
need development and improve- 
ment before the potential can be 
realized, let alone the actuality 
of a profession. 

Hospital purchasing could be a 
profession in the sense that it is 
concerned with a public service. 
The purchasing agent has to make 
judgments of critical importance, 
as in the matter of quality versus 
cost, and in this respect his judg- 
ment must be independent. He 
cannot rely wholly on fixed pro- 
cedures or regulations, even 
though these may themselves re- 
quire much training. In addition, 
he requires extensive training and 
experience to master specialized 
techniques. These attributes are, 
of course, some of the criteria in- 
volved in the recognition of a 
profession. 


CURRENT PRACTICES 


A sine qua non of professionali- 
\X zation is an organization of 
the members to develop and pro- 
tect such professional qualities as 
ethics and standards. An impor- 
tant step forward was taken in 
1957 with the establishment of 
the American Hospital Associa- 
tion Personal Membership De- 
partment for Hospital Purchasing 
Agents? and the National Asso- 
ciation of Hospital Purchasing 
Agents.’ Organizations which seek 
to correct abuses, spread informa- 
tion, and establish fundamental 
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principles* are essential for the 
development of the aims and the 
common consciousness of a pro- 
fession. 

That administrators and de- 
partment heads do not recognize 
the real value and potential of 
their purchasing agents follows 
from the somewhat tenuous bid 
for professionalization. The presi- 
dent of the National Association 
of Hospital Purchasing Agents re- 
marks that purchasing has not 
been “sold” in hospitals, and 
many administrators still believe 
that anybody can buy.® Others 
assert vigorously that purchasing 
is a part of general management.®? 
Or a part of the administrative 
team.*.9 Or that the purchasing 
agent is a top staff executive.! 
They assert the importance that 
purchasing should assume, and 
some give factual suggestions for 
ensuring this, as will be shown 
later. The same theme runs 
through the industrial journals,™ 
in spite of the fact that purchasing 
agents in industry have generally 
achieved a higher ‘status than 
those in the hospital field. 

What's Wrong with Purchasing Agents? 
—From the literature it. seems 
obvious that purchasing agents 
are in fact too often price oriented 
rather than quality oriented. They 
do not have efficient and inex- 
pensive systems of control. They 
do not standardize, simplify, test 
and conduct product research. 
They do not advise department 
heads, and they are not too inter- 
ested in the problems of depart- 
ment heads. They do not try to 
influence hospital policy, nor do 
they know how. 

Roughly 75 per cent of the 
more substantial articles touch on 
one or more of these sore spots, 
but the sorest one, the price ori- 
entation of the purchasing agent 
at the expense of essential qual- 
ity, reaches to the heart of the 
professionalization issue, as well 
as to the problem of status within 
the hospital. 

Unfortunately, the published 
articles themselves have done 
little to raise the standards of 
purchasing, although some have 
made sound and concrete sug- 
gestions. In general, the writing 
in this field is exhortive and de- 
clamatory. The new purchasing 
agent will have a long search 


through the literature to find 
practical and specific ideas on 
how he can prove his worth to 
department heads, or on how he 
can be invited into the inner 
councils of “top management”, To 
read that he should be imagina- 
tive, sincere and cooperative, and 
to learn that he should keep bet- 
ter records, is to recognize that 
he should be for motherhood and 
against sin. Perhaps we need a 
moratorium on articles that deal 
in generalizations, and a sharper 
focus on those practices that are 
apparently not~ well established 
but which can transform the gen- 
eralizations into realities. 

Some Examples—It is easy to write 
that the basic policies of the pur- 
chasing department should be 
clearly spelled out. One article, 
however, has gone beyond this 
general exhortation.!2 The author 
presents some of the dangers of 
randomly allowing policy to de- 
velop and disintegrate. There is a 
valuable check list of procedures 
requiring written policies de- 
signed to avoid waste and ensure 
good purchasing practice. <A 
glance at them reveals that many 
are those controversial but vital 
questions that a busy manage- 
ment would prefer to let ride, and 
“just grow”. Thinking through 
these policy questions, even if 
they were not formally written, 
would show what status purchas- 
ing has and what problems have 
been left unsolved. This is an in- 
stance of “brass tacking” that 
many “philosophy” articles lack. 

There is the problem of price- 
consciousness versus quality-con- 
sciousness, a matter that it is easy 
to write about but which in prac- 
tice is hard to decide upon. How 
can quality be effectively meas- 
ured? One author makes a start in 
this direction by suggesting the 
unit usage cost, and shows ways 
it may be arrived at through ef- 
fective records and _ intelligent 
research. !3,14 

Product evaluation, certainly 
something the purchasing agent 
should undertake for the benefit 
of the hospital, is discussed in an- 
other article where an evaluation 
check list for comparing present 
and proposed items is presented. 
The purchasing agent, armed with 
this, will know at least where to 
start.5 Another plan is suggested 
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in an article on evaluating new 
methods.!® There are many arti- 
cles discussing the characteristics 
of standard items which are use- 
ful for evaluation, such as 
towels,!?’ hypodermic needles,!® 
meat,!9 vegetables,”° and paint.?1,22 

Inventory control, a key prob- 
lem, is taken out of the “keep 
more records” category by an 
article that shows how a pur- 
chasing agent can make de- 
cisions.3 Two basic considera- 
tions, says the author, should 
affect the quantity ordered of any 
item: the cost of placing the or- 
der, and the cost of maintaining 
the inventory. A simple chart is 
presented for determining the 
optimum ordering quantity, 
which lies somewhere between 
the cost of ordering and of main- 
taining inventory, and takes into 
account discounts for quantity 
purchasing. 

The experience of one hospital 
with the storage problem is well 
presented in another article.*4 
The standard reasoning runs that 
buying in large quantities is good, 
but that it ties up expensive space 
and capital. The purchasing agent 
therefore should exercise “wis- 
dom”. This article, however, de- 
scribes, with figures, how bulk 
storage for a 249-bed hospital al- 
most paid for the cost of con- 
struction within two years. Sav- 
ings were made by buying in 
bulk, buying during the canning 
season, and reduction in the cost 
of ordering. Other advantages 
were better service from vendors, 
plentiful internal supply, and 
more freedom from price fluctu- 
ations. 

There are the usual articles 
making the completely reasonable 
plea for more standardization of 
articles bought. But how can this 
be done? In one article, one of 
the authors tells how three hos- 
pitals pooled their purchasing 
through a plan of standardization 
(and cooperative buying), and 
shows the savings it effected. 
Another describes the old but im- 
portant story of how standardiza- 
tion of a number of items was 
brought about through presenting 
a standards committee with a list 
of the variety of sizes used.?6 In 
another description the variety of 
items was reduced 30 per cent 
through a_ standardization and 
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simplification committee.?? 

One final illustration: The per- 
petual inventory is routinely in- 
cluded in most “musts” for con- 
trol of inventory and I know of no 
real challenge to this in print. A 
recent survey of 100 general hos- 
pitals showed that only 17 per 
cent of those reporting failed to 
use this method. The figure rose, 
however, to 23 per cent when only 
hospitals of less than 250 beds 
were considered.*® Another sur- 
vey of hospitals of fewer than 150 
beds showed that 45 per cent of 
those answering did not use per- 
petual inventories, and the most 
frequent reason given was that it 
was too expensive to establish and 
operate.29 The author of the last 
article then describes in detail the 
system in his 185-bed hospital, 
using two personnel for the in- 
ventory, and estimates that after 
Savings effected by quantity pur- 
chasing, the cost is 30 per cent of 
the employees’ salaries. Consider- 
ing the advantage of a perpetual 
inventory in stock control, in pro- 
tection against illegal usage, and 
its use in monthly operating 
statements, he does not consider 
this high. At least we have here 
some concrete information which 
other administrators and purchas- 
ing agents in small hospitals can 
use in making their own decisions 
as to when perpetual inventory is, 
indeed, a “‘must”’. 

We can agree with one re- 
spected dean of hospital adminis- 
tration that “if there is one area 


of management that does need . 


improvement in hospitals, it is in 
the area’ of purchasing”’.2 The 
previous articles, while certainly 
far from free of general protesta- 
tions about the worth of purchas- 
ing agents or exhortations to be 
professional, do present concrete 
discussions that can help raise the 
quality of purchasing in hospitals. 

Centralization vs. Decentralization— 
This dispute continues to produce 
copy for the journals, as well it 
might. There are some general 
articles,9.39 but apparently the ad- 
vantage of centralization is no 
longer an issue in large hospitals. 
This year, the articles revolve 
around small hospitals. One ar- 
gues that purchasing, even in 
small hospitals, should not be 
delegated to department heads.’ 
Another proposes a modified sys- 


tem of “centralized” purchasing 
whereby the hospital administra- 
tor studies each requisition, but 
utilizes the specialized knowledge 
of individual department heads.® 
Still another has the department 
heads act as purchasing special- 
ists, but he schools them in hospi- 
tal policy and he retains central 
authority.*! The score for central- 
ized versus decentralized pur- 
chasing in small hospitals: a tie. 

Centralization has also been 
discussed with specific reference 
to pharmacy. One author departs 
from the tradition of leaving drug 
purchasing to the pharmacy and 
trusted local representatives, and 
makes a case for buying on a di- 
rect basis from the manufacturer, 
with the purchasing agent han- 
dling the matter. The savings run 
from 10 to 50 per cent, it is 
claimed.*2 Another author argues 
that the pharmacist and the pur- 
chasing agent should work to- 
gether, with the latter handling 
much purchasing routinely 
through - centralized purchasing 
procedures, thus freeing the phar- 
macist for his professional 
duties. 

Inventory Control—Inventory con- 
trol, aside from the articles al- 
ready mentioned, is dicussed. in 
two articles with contrasting, if 
not opposing, points of view. In 
one, the steps to good inventory 
control are outlined: Periodic 
physical inventories, storeroom 
catalogues, perpetual inventory 
records, receiving reports, and 
storeroom requisitions.* In the 
other, this or some such “pen and 
pencil system” failed to prevent 
overstocking, understocking, 
waste, etc. The installation of 
electronic equipment produced 
substantial savings in all aspects 
including labor.*5 Other clerical 
control systems described cover 
storeroom catalogues,”* a detailed 
report on “synchronized purchas- 
ing’”’,27 and the necessity for a de- 
partmental purchasing budget 
with some suggestions as to how 
to establish it.% 

Group Purchasing—One of the most 
interesting panel discussions in 
the hospital field must have been 
the one on group. purchasing. 
There is a lengthy report on it, 
taken from a ‘tape recording.*’ 
Those opposed to group purchas- 
ing argued that it reduces the 
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purchasing agent to the status of 
a clerk; cuts down on service from 
vendors; does not allow freedom 
of choice; and that such plans 
have not grown as well as they 
would have if they were sound. 
Those in favor argued that group 
purchasing allows the purchasing 
agent to function as a professional 
rather than as a clerk; gets service 
from the declining number of 
vendors who still give it; allows 
freedom of choice; and that the 
two plans reported on have grown, 
one of them considerably. One 
proponent argued that the trouble 
is not with the principle of group 
purchasing, but with the purchas- 
ing agents who have not known 
how to use it and who have not 
yet been trained to think in terms 
of quality instead of price alone. 
Group purchasing insures savings 
in terms of both quality and price, 
he claimed. 

Another discussion admitted the 
principle was sound, but criticized 
the loss of service, the time lost 
in middle-man operations, and the 
increased chance for error. Using 
the annual report of a group plan, 
the writer demonstrated how 
small the annual savings probably 
were to each hospital. 

Vendors——The problems of deal- 
ing with vendors were discussed 
in many connections. The most 
common refrain was the injunc- 
tion to deal with reputable, well 
known companies, and to avoid 
the supposed savings from un- 
known ones. The legal aspects of 
relations with vendors are cov- 
ered in three articles dealing with 
agreements, warranties, and buy- 
ers’ legal remedies for breach of 
contract.*9.40.41 A leaflet for sales- 
men is presented in one article,” 
and another article discusses an 
interesting method for getting 
new information from salesmen to 
department heads.'6 

Miscellaneous—-Perhaps the most 
revealing exchange between pur- 
chasing agents and vendors oc- 
curred when the purchasing edi- 
tor of a journal put forth some 
forecasts for the year 1957.% He 
was critical of hospital purchasing 
agents, pointing out that few be- 
longed to the National Association 
of Purchasing Agents, and the 
American Hospital Association 
had (when he was writing) no 
purchasing group as yet. He felt 
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that hospital buyers do not do 
enough thinking for themselves, 
and that they have permitted the 
suppliers to hold the initiative. 
This costs both the supplier and 
the hospital money, because the 
suppliers have to give more time 
to their accounts, and poor plan- 
ning results in a larger number 
of small orders. He asserted that 
little would be saved in this area 
in the coming year unless purchas- 
ing agents measured up to their 
responsibilities. 

He was answered by the execu- 
tive secretary of the American 
Surgical Trade Association, who 
pointed out that less than 10 per 
cent of the hospital budget is af- 
fected in this way (estimates, by 
the way, vary from article to arti- 
cle this year, running from 12 to 
40 per cent).* Thus the room for 
Savings is small compared to per- 
sonnel, for instance. His major 
point was to make clear all the 
things that supply houses do for 
hospitals—the services they give, 
the advice and education they 
proffer, all the technical informa- 
tion the salesman has on thou- 
sands of items, the fact that sur- 
gical supplies are as close as the 
telephone, and so on. He ended by 
accusing the other author of pre- 
dicting the end of a long estab- 
lished and growing industry. 

What is revealing about this ex- 
change is how the recurrent theme 
that purchasing is not a profes- 
sion and should be one was met 
by arguments that in fact would 
take the ball from the aspiring 
purchasing agents. Supply houses 
and salesmen have done a tre- 
mendous job in helping to im- 
prove patient care, but as the com- 
plexity of hospital care increases, 
the role of the mediator between 
new products and departmental 
needs must assume more and 
more importance. The logical per- 
son to do the mediating is the man 
close to all departments—the pur- 
chasing agent at the hospital. We 
need to have information from the 
hospital staff channeled to him. 
We need to have information and 
services from the manufacturers, 
distributors and sales representa- 
tives channeled to him also. He 
stands in the middle of a multi- 
plicity of new needs, products and 
services. It is clear that the po- 
tentials and even the necessity of 
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a profession are there. What we 
need now is more concrete infor- 


“mation on how this potential can 


be realized. 
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INTRODUCTION 


REVIEW OF hospital publica- 
tions for the year 1957 indi- 
cates an ever-increasing aware- 
ness of the importance of safety 
in the hospital field. The Hospital 
Periodical Literature Index for 
the first half of 1957 lists 52 arti- 
cles under the heading of 
“safety;” 40 articles under “fire 
prevention and control;” 6 articles 
under the heading of “explo- 
sions;” and 26 articles under 
“radiation hazards.” This is in 
contrast to the 1947 index, which 
lists only 3 articles under “acci- 
dent prevention” and 14 articles 
under “fires and fire prevention.” 
Increased interest is apparent 
not only in the number of articles 
on safety, but in the wide varia- 
tion in topical coverage. For ex- 
ample, hazards peculiar to mental 
hospitals is a subject just coming 
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into consideration.!#3 The same 
old problems have long been pres- 
ent, but they have been antici- 
pated and accepted as unavoid- 
able because of the nature of the 
institutiogs. With the safety spot- 
light swinging in an ever-widen- 
ing arc, however, there is no longer 
validity in classifying accidents as 
unavoidable. Accidents in mental 
hospitals are being studied and 
solutions are being found. 

A broader recognition by hos- 
pital administrators of the value 
of a good safety record—in terms 
of public relations and confidence 
of the community—has_ done 
much to advance the cause of hos- 
pital safety.45 


CURRENT PRACTICES 


HERE WAS AN increase of 29 
hospitals participating in the 
1957 hospital safety contest spon- 
sored by the American Hospital 
Association and the National 
Safety Council. Although all final 


safety 


e Accidents no longer 
classified ‘unavoidable’ 


¢ Hospitals legally liable 
for patient mishaps 


e Necessity for written 
orders emphasized 
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contest reports are not in (at the 
time of this writing), there is a 
good indication that there will be 
a sizable increase in the number 
of perfect record certificates 
awarded for the year. The results 
of the hospital safety contest are, 
of course, published and the win- 
ning hospitals are awarded 
plaques and certificates. Another 
indication of the growing interest 
in accident prevention is _ evi- 
denced by the number of hospi- 
tals voluntarily sending regular 
accident reports to the National 
Safety Council. These reports are 
held in confidence and are used 
for study only. 

Change in Thinking—A growth of 
interest in the formation of safety 
committees within hospitals is 
evidenced by the requests for in- 
formation received by the Hospi- 
tal Safety Service, co-sponsored 
by the American Hospital Asso- 
ciation and the National Safety 
Council. This same subject re- 
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ceived a great deal of attention at 
the third annual hospital safety 
seminar, held in Chicago in No- 
vember of 1957. 

Information on programing for 
safety is another frequent. request. 
It is encouraging to note, in the 
published literature as well as in 
correspondence from hospitals, a 
change in the thinking on safety. 
Instead of being regarded as a 
separate subject to be considered 
in addition to other matters in 
hospital management and opera- 
tion, safety is becoming more gen- 
erally accepted as an integral part 
of every aspect of hospital opera- 
tion. 

Designing for Safety—This seems 
to be particularly noticeable in 
terms of new construction—de- 
signing for safety,® and new prod- 
ucts and equipment. Manufactur- 
ers are quick to point out any 
possible hazards involved in the 
use of new equipment, along with 
corresponding safeguards. Also, 
more items are being manufac- 
tured for the sole purpose of pro- 
viding a safeguard for the patient 
or employee. 

Another promising note in cur- 
rent hospital thinking is the in- 
clusion of the patient in hospital 
safety programs. The Veterans 
Administration Hospital in Hous- 
ton, Tex., conducted in 1957 a fire 
safety contest restricted to pa- 
tients only. According to a report 
by the hospital (published in the 
January 1958 Hospital Safety 
Newsletter), the interest aroused 
and sustained among the patients 
was so rewarding that they plan 
to conduct such contests regu- 
larly in the’ future. Patient inter- 
est was not the only benefit— 
there was a considerable reduc- 
tion in the number of fires in the 
hospital. Such contests, of course, 
are most feasible in hospitals or 
wards providing long-term care. 

Safety on the Agenda—Safety is 
being given a more prominent 
role on the agenda of hospital 
conventions and regional meet- 
ings, Space will not permit detail- 
ing of the meetings which have 
included safety in the round-table 
talks and sectional meetings. The 
fact stands, however,—the trend 
is decidedly toward including the 
safety factors involved in what- 
ever subjects come into considera- 
tion at hospital meetings. 
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Safety workshops and institutes 
conducted during 1957 far exceed 
like activities for any previous 
year. Some of these institutes 
were general, insofar as they cov- 
ered safety in various areas of 
hospital operation.’ Others were 
specifically fire  institutes.®.9.10.11 
In the field of hospital fire safety, 
Lt. Robert McGrath of the Chi- 
cago Fire Department has intensi- 
fied his training program and has 
conducted (during 1957) 33 classes 
and institutes. These institutes 
have served a total of 386 hospi- 
tals, representing 51 cities. There 
is no way of knowing how many 
hospital personnel have -been 
trained by these groups. It is ap- 
parent that a tremendous stride 
has been taken in the direction of 
fire safety in hospitals. 

Disaster in Operating Rooms——There 
has been an interesting new de- 
velopment in fire safety. Lt. Mc- 
Grath, working with surgeons and 
operating room _ personnel, has 
adapted his patient removal and 
fire fighting techniques to disaster 
situations in the hospital opera- 
tion room.!2,13,14 

Radiation safety is another 
topic receiving attention in the 
literature. Although radiation is 
not new, there are increasing ap- 
plications of radioactive isotopes 
to medical problems, involving 
many more areas and broader 
groups of people. As the radi- 
ation area broadens, intensive 
studies are undertaken in order 
that protection can keep pace 
with newly encountered haz- 
ards.16 through 22 

Apart from fire and operating 
room hazards, patient safety is 
covered from a number of angles. 


Falls from bed are still a leading 


cause of injury to patients.?3.24.25 
Although medication errors are 
seldom reported for publication, 
they do occur with sufficient fre- 
quency to cause apprehension.”®.27 
Increasing hospital liability is 
bound to force hospitals into the 
field of accident prevention. More 
and more hospitals are legally 
liable for injurious incidents to 
patients—from minor burns to 
surgical errors.28 through 33 
Although increased liability 
goes hard on the hospital’s purse, 
there is a favorable result. The 
fixing of responsibility becomes 
ever more important. The neces- 


sity for written orders is empha- 
sized.44 When one’s responsibility 
for an act is established by sig- 
nature or initials on a chart, it 
is fairly certain that one will look 
twice and think twice before per- 
forming the act. 

Progress in hospital safety will 
grow in the same proportion as 
does hospitals’ acceptance of re- 
sponsibility, both moral and 
legal. 
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INTRODUCTION 


OPERATION in recent 
years has undergone many 
refinements. These _ refinements 
have been in both the areas of 
technical (that which is peculiar 
to the work unit) and in manage- 
rial achievement (which tran- 
scends purely hospital methods).? 
Many hospitals have expended 
much of their energies in attempt- 
ing to help keep abreast of the 
former with varying degrees of 
success; the latter until quite re- 
cently was, to many hospitals, an 
unrecognized need.! 

Each year since the end of 
World War II hospitals, with other 
service industries, have been 
called upon to provide an ever 
increasing number of services as 
well as to improve those already 
in existence. This has resulted in 
recognition of the necessity for the 
exercise of complete managerial 
skills, not only on the part of the 
hospital’s administrative staff but 
by all supervisory levels within 
the institution. While this market 
in increased services has developed, 
the manpower and money to ex- 
pend on these services has not 
always been kept in proportion 
with those increased demands.!® 

Industry, with difficulties simi- 


Edward H. Noroian is administrative as- 
sistant at the Hartford (Conn.) Hospital. 
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lar in scope, has approached the 
problem by recognizing that many 
of its ends could be realized by 
superimposing management skills 
upon the existing technical skills 
of their supervisors.’% Hospitals 
have been, in their corporate 
minds, no more complacent than 
industry in seeking out answers 
to problems of this type. They 
have, however, been somewhat at 
a disadvantage since traditionally 
their criterion for establishing an 
objective has been quite often 
governed by effectiveness not effi- 
ciency. In addition hospitals seem- 
ingly had been limited in provid- 
ing supervisors with hospital-wide 
management skills due to the 
plethora of levels and departments 
existing in the organization.’ 

Although it is still necessary in 
many hospital units for the super- 
visor to possess the necessary 
technical skills (indeed that is the 
very reason he is hired or pro- 
moted) it is apparent that “good, 
all-around supervisors are not 
born they are made.” In order to 
be well rounded they must be de- 
veloped so that their approach, 
methodology, and aims are not at 
variance with the organization of 
which they are a part.!” 

If the success of an individual 
hospital is in large measure de- 
pendent upon the quality of super- 
visors in the institution then it 
becomes obvious that standards of 


supervisory development 


e Supervisory development 
under minute investigation 


e Hospitals moving toward 
individualized training 
programs 


e Trend toward specious 
specialization cited 


by EDWARD H. NOROIAN 


supervision including both techni- 
cal and managerial need be de- 
cided upon. At the same time. a 
concerted effort must be made in 
the development of supervisors 
needed to meet those required 
standards.”® Recognition of the im- 
portance of the supervisory func- 
tion. in its management phase 
resulted in a veritable stream of 
pertinent literature and still those 
who study behavior are micro- 
scopically investigating this area 
with much interest. This is for- 
tunate for, while hospitals were 
exhorting themselves to prepare 
technically for the use of isotopes 
and other changing hospital prac- 
tices, the behavioral scientists and 
management specialists were pre- 
paring treatises which would al- 
low us to ascertain what could be 
developed in the seemingly less 
clearly defined areas of manage- 
ment,!9 

Recognition of the importance 
of interpersonal relationships in 
the management process has be- 
come of great special significance 
to industry and much effort is ex- 
pended in this direction. Hospitals, 
with upwards of 60 per cent of 
their expenditures devoted to 
payroll, are at least equally af- 
fected. The awareness of the need 
for recognition of the factors dis- 
cussed above engendered great 
interest on the part of hospital 
administrators in providing a total 
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milieu in which enlightened su- 
pervision may take place.’ 


CURRENT PRACTICES 


. THE past year the im- 
portance of developing en- 
lightened supervision was an area 
discussed in literature of all types 
and in all fields. It is ever grow- 
ing since pertinent information is 
being brought to light almost 
évery day both by the profession- 
ally trained specialist and the in- 
terested administrative practi- 
tioner. 
Gee: The interest of the American 
Hospital Association in the area 
of supervisory development which 
began in 1947 has kept pace with 
advances in the field. Although 
it has carefully avoided attempt- 
ing to establish “a universally ac- 
ceptable” Supervisory Develop- 
ment Plan, it has continually 
offered to those knowledgeable 
administrators who recognize the 
need, the opportunity to investi- 
gate such activity. Those who at- 
tended the last annual AHA 
meeting are aware of the impor- 
tant place held by supervisory 
development in both panels and 
lectures. Farsighted regional as- 
sociations, too, have indicated 
their interest by increasingly de- 
voting much time and effort to 
disbursing information pertinent 
to this area. 

But what is actually being done 
within the hospitals? 

In general, hospitals are mov- 
ing slowly, albeit surely, toward 
implementation of individualized, 
acceptable programs, even though 
on every hand it is pointed out 
that introduction of “a training 
program” will cut absenteeism, 
turnover, grievances reduce waste 
and increase production." Hos- 
pitals seemingly, are extremely 
“program” conscious and even 
though they recognize that the 
above mentioned gains are desir- 
able, those with plans underway 
indicate that they believe these 
gains are a result of changes in 
attitudes which are by-products 
of the program, not automatically 
resulting from implementation of 
the program itself.! 

Hospitals have long maintained 
that the treatment of the patient’s 
ills is best accomplished in an at- 
mosphere which can successfully 
nurture such treatment; treating 
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the patient as a “whole person” 
for example. Those who have em- 
barked on supervisory develop- 
ment plans are transferring this 
concept to the supervisor and the 
ills for which he is held responsi- 
ble. Atmosphere and attitudes are 
not developed in a vacuum. A plan 
which envisages continuity and 
ever-increasing scope must itself 
depend heavily on a climate which 
develops as the program expands.’ 

One can review statements of 
proponents of hospital-wide de- 
velopment programs and recognize 
that one of the outstanding side 
benefits is the “cooperative cli- 
mate” engendered by merely 
having various specialties meet 
together to discuss a subject which 
technically is not found in any 
one specialty.14 The combination 
of levels of supervision in meet- 
ings of various sorts is also a con- 
tribution to understanding; it may 
be referred to as the precursor to 
the creation of a proper climate.® 

A survey of the literature pub- 
lished during 1957 brings out 
certain significant characteristics 
which should cause us to pause, 
however. There seems to be a de- 
veloping trend to _ specialization 
even within such general areas as 
human relations which “laws” are 
subject to universal application. 
For example, nursing seems to say 
that there are nursing human re- 
lations, purchasing agents feel 
they have their own type, etc. 
This is the “cross” that hospitals 
seemingly are determined to bear 
though it is far from necessary.?-!® 

Those who have = embarked 
upon their supervisory develop- 
ment plans have also benefited 
from the early mistakes of in- 
dustry in this area; principally in 
developing a state of mind which 
acknowledges that a supervisory 
development plan is not a panacea 
for all the organizational ills of 
the hospital. Loss of perspective 
has sounded the death knell for 
many industrial programs. For- 
tunately, hospitals have managed 
not to be so entranced with the 
methodology that they have lost 
sight of their desired ends. 

To summarize then, the past 
year’s interest and exposure in 
this area has strengthened the con- 
cept that supervisory development 
whether in a large hospital or 
small one is important to a hos- 


pital’s operations. Much can be 
learned from industry’s concern 
with the use of human resources 
and methods of more fully utiliz- 
ing it. Although it would be pre- 
sumptuous to offer a universally 
acceptable outline or formula, 
many of the aids available can 
be utilized in developing a pro- 
gram designed to meet the man- 
power needs of individual hos- 
pitals. 

Although some hospitals have 
formally established a structured 
program designed to offer specific 
skills, others have outlined plans 
designed to operate within a de- 
veloped atmosphere. 

Both groups, however, have 
recognized the need for some ap- 
proach and have established goals 
which they hope to achieve. 

It has been said many times 
that hospitals are dynamic enti- 
ties. Literature, during the past 
year suggests that we recognize 
supervisors as part of this dy- 
namic entity and that we do all in 
eur power to prevent them from 
becoming static. We must all keep 
pace together.!” 
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HOSPITAL ORIENTATION 
OF PHYSICIANS 


VOTED: To authorize development, 
in cooperation with the American 
Medical Association, of a publication 
to teach relationships between phy- 
sicians and hospitals and the structural 
organization of hospitals. 


INFECTIONS WITHIN HOSPITALS 


VOTED: To approve in principle a 
research project on the epidemiology 
of infections in hospitals, with the 
understanding that a specific project 
will be approved by the Committee on 
Infections Within Hospitals; further, 

To request the Hospital Research 
and Educational Trust to undertake a 
research project on the epidemiology 
of infections in hospitals and to con- 
sider using the Committee on Infec- 
tions Within Hospitals as the advisory 
committee for such a study. 


COMMITTEE ON 
JUSTIN FORD KIMBALL AWARD 


Abbie E. Dunks, Boston Dis- 
pensary, Boston 11. 
John N. Hatfield, Passavant 


Memorial Hospital, Chicago 11. 
Ray K. Swanson, Swedish Hos- 
pital, Minneapolis 4. 


CANADIAN HOSPITALS 
VOTED: To advise the American 


Hospital Association representatives to 
the Joint Commission on Accreditation 
of Hospitals that this Association de- 
sires to continue surveying hospitals 
in Canada, and urges that accredita- 
tion by the Joint Commission on Ac- 
creditation of Hospitals continue to 
be made available to Canadian hospi- 
tals on a voluntary basis as in the 
past, whether or not they are members 
of the American Hospital Association. 


LISTING OF HOSPITALS 


VOTED: To accept the following 
hospitals for listing: 


Arkansas 
Drew County Memorial, Monti- 
cello. 
California 
Methodist Hospital of Southern 
California, Arcadia. 
Alexander Sanitarium, Belmont. 
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Los Angeles County Jail, Los 
Angeles. 

French, San Luis Obispo. 

Sierra Madre, Sierra Madre. 


Colorado 
Emory John Brady, Colorado 
Springs. 
Bethesda Sanatorium, Denver. 
Connecticut 
Connecticut School for Boys, 


Meriden. 
Elmcrest Manor, Portland. 
Rockville City, Rockville. 


Florida 
Fort Walton Beach, Fort Walton 
Beach. 
Dr. Miller’s Sanitarium, Jack- 
sonville. 
idaho 
Idaho Elks’ Rehabilitation Cen- 
ter, Boise. 
Ilinois 
Pinel Sanitarium, Chicago. 


indiana 
Smith-Esteb Memorial, Rich- 
mond. 

Lovisiana 


Savoy, Mamou. 


Maine 

Bangor City, Bangor. 

Hyde Memorial Rehabilitation, 
Bath. 

Bradbury Memorial, Belfast. 

Brunswick Community, Bruns- 
wick. 

Plummer Memorial, Dexter. 


Massachusetts 
Isham Infirmary, Andover. 
Doctors’, Lynn. 
Grover Manor, Revere. 
Fuller Memorial Sanitarium, 
South Attleboro. 
Westwood Lodge, Westwood. 


Michigan 
Kirwood General, Detroit. 


Minnesota 
Swift County-Benson, Benson. 
Sunnyrest Sanatorium, Crook- 
ston. 
Granite Falls Municipal, Granite 
Falls. 


Riverside Sanatorium, Granite 


Falls. 
Karlstad Memorial, Karlstad. 
Dr. R. B. Johnson, Lanesboro. 
Community, Luverne. 
Madelia Community, Madelia. 
Madison, Madison. 


Chippewa County Montevideo, 
Montevideo. 

Kanabec, Mora. 

Community Memorial, New 
Prague. 


Ortonville Municipal, Ortonville. 

Owatonna State School, Owa- 
tonna. 

Paynesville Community, Paynes- 
ville. 

Richmond, Richmond. 

Sleepy Eye Municipal, Sleepy 
Eve. 

Minnewaska, Starbuck. 

Wells Municipal, Wells. 


Mississippi 
Covington County, Collins. 
Ellisville Municipal, Ellisville. 


New Hampshire 
Manchester City, Manchester. 


New Jersey 
Isabella McCosh Infirmary, 
Princeton. 
New York 
United Home for Aged Hebrews, 
New Rochelle. 
West Hill 
York. 
Masonic Soldiers’ 
Memorial, Utica. 
Jefferson County Hospital for 
Chronic Diseases, Watertown. 


Sanitarium, New 


and Sailors’ 


North Caroline 
Pinebluff Sanitarium, Pinebluff. 


North Dokota 
Carrington, Carrington. 
Union, Mayville. 


Ohio 
Rose-Mary, Johanna Grasselli 
Home for Crippled Children, Eu- 
clid. 
Oregon 
Juvenile Hospital for Girls- 


(Continued on page 141) 
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in 1953 the first cotton sutures. 

A year later, in 1954, Gudebrod advanced by making the 
first elo sutures. 

In 1956 came the Cerethermic* finish ...a new standard 
in strength, smoothness and ease of handling. 


And in 1957, the first all-dry Mintraumatic" suture was 
introduced. 


*T.M, 


Executive Offices: 12 South 12th St., Phila. 7, Pa. 


CHICAGO « BOSTON « LOS ANGELES 
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literatupe 


FOOD SERVICE 
AND DIETETICS 


Hospital feeding problems and solu- 
tions. Common problems that arise 
in hospital dietary departments are 
presented along with proposed 
solutions. Dixie Cup Division of 
American Can Co. Circle No. 1 on 
readers’ service card. 


Food conveyors. Specifications for 
food conveying equipment needed 
in centralized and decentralized 
food distribution systems are 
given, along with descriptions of 
dish and pantry trucks, kitchen 
trucks, and special equipment and 
accessories. S. Blickman, Inc. Circle 
No. 2 on reader’s service card. 


Quantity recipes for baked foods. 
Recipe idea service presents quan- 
tity recipes for various baked foods 
made from a basic mix. Cards con- 
tain full instructions for volume 
preparation, Pillsbury Mills, Inc. 
Circle No. 3 on readers’ service 
card. 


Quantity recipe card service. First 
set of quantity recipe cards fea- 
tures recipes and tips for fresh 
vegetables plentiful in the winter. 
United Fresh Fruit & Vegetable 
Association. Circle No. 4 on read- 
ers’ service card. 


Nutritional and clinical uses of vita- 
min 8-12. Nontechnical booklet 
summarizes key facts of clinical 
reports on vitamin B-12. Merck 
& Co. Circle No. 5 on readers’ serv- 
ice card. 


Recipes using soup bases. Recipes 
for soups and main dishes using a 
new line of products created spe- 
cifically for institutions. General 
Foods Corp. Circle No. 6 on read- 
ers’ service card, 


Portion cost charts. Set of charts 
makes it possible to compute the 
cost of a serving of a given size 
based on cost and size of com- 
monly used containers. Koch. Re- 
frigerators, Inc. Circle No. 7 on 
readers’ service card. 
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SEE READERS’ SERVICE CARD ON PAGE 145 


Recipes using low-moisture fruits. 
Forty quantity recipes for stewed 
fruits, sauces, pies, pastries, cakes 
and other desserts feature the use 
of low-moisture fruits. Vacu-Dry 
Co. Circle No. 8 on readers’ service 
card. 


Cooking with soup. Quantity recipes 
for 50 soups and soup mergers and 
125 main dish, vegetable, salad, 
sandwich and sauce recipes in 
which canned condensed soup is an 
ingredient. H. J. Heinz Co. Circle 
No. 9 on readers’ service card. 


HOSPITAL PLANNING 


Data and specifications for terrazzo 
and mosoiks. File folder holds 11 
data sheets detailing typical ap- 
plications of terrazzo and mosaic. 
Information on conductive terrazzo 
and on terrazzo and radiant heat- 
ing is also included. National Ter- 
razzo and Mosaic Association. 
Circle No. 10 on readers’ service 
card. 


Woter heater guide for large buwild- 
ings. Bulletin on indirect type 
water heaters includes a simplified 
procedure for estimating hot water 
requirements. Bell & Gossett Co. 
Circle No. 11 on readers’ service 
card. 


Air diffusion selection manual. Selec- 
tion tables for each of 26 standard 
sizes of grilles and registers ac- 
company information on a line of 
these products. Waterloo Register 
Co. Circle No. 12 on readers’ serv- 
ice card. 


Hospital signaling systems. Descrip- 
tions and specifications for various 
audio, visual and audible signaling 
systems are presented in a 14-page 
bulletin. Edwards Company. Circle 
No. 13 on readers’ service card. 


Guide specifications for heating plant. 
Fifty-page manual lists specifica- 
tions for a typical low-pressure 
commercial heating plant with a 
capacity of 20,000 EDR or 4.8 
million Btu per hour. Bituminous 
Coal Institute. Circle No. 14 on 
readers’ service card. 


Furniture planning aid. Suggestions 
for furnishing various hospital 
areas are accompanied by photo- 
graphs of metal furniture line. A 
furniture floor plan and template 
folder for presenting furniture to 
planning boards is also available. 
Howell Company. Circle No. 15 
on readers’ service card. 


Hospital and laboratory casework. 
Detailed floor plans and eleva- 
tions for hospital laboratories and 
other areas, based on extensive 
research, are included in a 24-page 
hospital planning section of this 
presentation of a line of hospital 
casework. Shampaine Company. 
Circle No. 16 on readers’ service 
card. 


Planning the hospital x-ray depart- 
ment. Floor plans and equipment 
lists for various types of x-ray 
facilities are presented in 20-page 
booklet. General Electric Co. Circle 
No. 17 on readers’ service card. 


Sound conditioning. Hospital areas 
that stand to benefit most from the 
use of sound conditioning products 
are listed and the reasons ex- 
plained. Questions and answers 
on various types of products avail- 
able are included. Celotex Cor- 
poration. Circle No. 18 on readers’ 
service card. 


Electric generating plants. General 
information on selecting engine 
driven electric generating plants 
is included in a history of these 
plants from the time storage bat- 
teries were necessary to the pres- 
ent. D. W. Onan & Sons. Circle 
No. 19 on readers’ service card. 


HOUSEKEEPING 


Hospital floor care guide. I|lustrated 
guide to effective scrubbing, wax- 
ing, cleaning, sweeping and ren- 
ovation. Hillyard Chemical Co. 
Circle No. 20 on readers’ service 
card. 


Daily work planning guide. Wall 
hanger type folder containing a 
supply of daily work sheets for 
scheduling and noting completion 
of job assignments. Advance Floor 
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Salim 


Machine Co. Circle No. 21 on read- 
ers’ service card. 


How to use measured work techniques. 
Guide to reducing cleaning and 
maintenance costs through con- 
trolled study of methods and costs. 
Advance Floor Machine Co. Circle 
No. 22 on readers’ service card. 


Textile purchasing gvide. Revised 
and enlarged edition uses newly 
developed American Standard L-24 
minimum performance require- 
ments for institutional textiles. 
American Hotel Association. $7.50. 


Circle No. 23 on readers’ service 
card. 


Controlling hospital cross-infection. 
Use of germicides to destroy bac- 
terial and other microorganisms 
on all inanimate surfaces is ex- 
plained. Vestal Laboratories, Inc. 
Circle No. 24 on readers’ service 
card. 

Maintenance of sanitation in buildings 
and equipment. Sixty-page book pre- 
sents principles and practices of 
maintenance, selection of cleaning 
materials, and organization of the 


DEPENDABLE - EFFICIENT -ECONOMICAL 
LAUNDRY OPERATIONS WITH 


capacity) sizes and seven models. 


SPECIAL APPLICATIONS 
Washette’s famous One-Dial Control per- 
mits use of 28 wash-rinse cycles, meeting 
special laundering applications not cov- 
ered by ordinary washers. Hospitals find 
satisfactory economical solutions to unique 
laundry problems in Washette’s outstand- 


ing versatility. 


SEND FOR FREE BROCHURE 


COOK MACHINERY CO., INC. 
4122-N Commerce Street, Dallas 26, Texas 


HOSPITALS 


AVE... 


Hospital administrators, superintendents, 
laundry supervisors find Washettes by 
Cook effect an immediate initial saving at 
installation and continuing savings in eco- 
nomical, trouble-free operation. Washette 
is completely adjusted at factory, requires 
no expensive installation, no especially 
trained operator. Fully automatic controls 
release employees for other duties. All- 
welded stainless steel construction mini- 
mizes care, makes cleaning easy. Avail- 
able in 25, 50, 75, and 100 Ib. (dry weight 


CHECK THESE 


Special operator training unnecessary 


steel throughout, easy to 
Inexpensive installation, no assem- 


( ) Please send literature on famous Washette by Cook 


( ) Please send name of nearest Washette Distributor 


MACHINERY 


COMPANY, INC. 


of Dallas 
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Huntington 
25 on 


cleaning program. 
Laboratories. Circle No. 
readers’ service card. 


Mopping and sweeping floors. I|lus- 
trated manual outlines techniques 
for caring for various types and 
sizes of floors. Huntington Labora- 
tories. Circle No. 26 on readers’ 
service card. 


LAUNDRY 


Planning the hospital laundry. 
Twenty-eight-page booklet in- 
cludes equipment lists and typical 
plans for laundries in hospitals of 
various sizes, along with dimen- 
sional drawings of major equip- 
ment items. W. H. Nicholson and 
Company. Circle No. 27 on read- 
ers’ service card. 


Deta book for laundry equipment. 
Information for architects and 
consultants planning laundries on 
the type of equipment that should 
be used and detailed data on the 
equipment itself. Troy Laundry 
Machinery. Circle No. 28 on read- 
ers’ service card. 


Technical report on vat dyeing. Sta- 
tistics and guide for vat dyeing of 
fabrics using on-premises laundry 
equipment. American Aniline 
Products. Circle No. 29 on readers’ 
service card. 


NURSING SERVICE 


About hepatitis. Survey of pub- 
lished literature on hepatitis in- 
cludes 116 references for further 
study. Wyeth Laboratories. Circle 
No. 30 on readers’ service card. 


Processing nursing botties. Revision 
of a 1950 booklet detailing space 
and equipment requirements and 
work flow. Southern Cross Manu- 
facturing Corp. Circle No. 31 on 
readers’ service card. 


Formula unit instruction manual. Step 
by step procedure is described and 
illustrated for preparing milk for- 
mulas in the hospital. Southern 
Cross Manufacturing Corp. Circle 
No. 32 on readers’ service card. 


Prenatal care. Booklet prepared 
for guidance of expectant parents. 
H. J. Heinz Co. Circle No. 33 on 
readers’ service card. 


Language guide for patient and nurse. 
Booklet designed to assist nurses 
and non-English speaking patients 
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in understanding one another. 
Basic questions are presented 
in English and_ seven foreign 
languages. Eli Lilly and Company. 
Circle No. 34 on readers’ service 
card, 


Misidentification of the patient. 
Causes, consequences and preven- 
tion of patient misidentification are 
outlined in illustrated folder. 
Franklin C.. Hollister Co. Circle 
No. 35 on readers’ service card. 


Sterile tray index. Booklet gives 
set ups for 119 different types of 
sterile trays. An alphabetical in- 
dex is included. Wilmot Castle Co. 
Circle No. 36 on readers’ service 
card. 


Glove sterilization chart. How to 
sterilize surgical gloves is de- 
scribed step by step on easily fol- 
lowed wall chart. Pioneer Rubber 
Co. Circle No. 37 on readers’ serv- 
ice card. 


‘All-patient’ identification. Anthology 
of existing literature, statements 
and opinions from organizations 
and individuals pointing to need 
for identification of all patients. 
Will Ross, Inc. Circle No. 38 on 
readers’ service card. 


Procedure menvals. Two manuals 
for teaching proper use of special 
types of beds manufactured by 
this firm. Hill-Rom Company. 
Circle No. 39 on readers’ service 
card. 


PHARMACY 


Medical motion pictures. Catalogue 
of films available for bookings 
without charge. Wyeth Labora- 
tories. Circle No. 40 on readers’ 
service card. 


Ataraxics in general hospital practice. 
Report based on a controlled study 
of the ataractic drugs with patients 
admitted to the District of Colum- 
bia General Hospital. Wyeth 
Laboratories. Circle No. 41 on 
readers’ service card, 


Hospital pharmacy problems. Four 
leading hospital pharmacists dis- 
cuss current problems in their 
field in a transcript of a tape-re- 
corded discussion. Organon, Inc. 
Circle No. 42 on readers’ service 
card, 


Hospital pharmacist as a business 
manager. A discussion of the hos- 


APRIL 16, 1958, VOL. 32 


FOR CARE IN THE HOSPITAL... 


AS FOR CARE IN THE HOME... 


. 


IVORY 
Seap/ 


MORE DOCTORS ADVISE IVORY 
THAN ANY OTHER SOAP! 


MILD, EFFICIENT, ECONOMICAL —for years and years 
Ivory has enjoyed the respect and confidence of the medical pro- 
fession. It is the soap that is used for care in the hospital as well as 
for care at home. 

Ivory’s rich, abundant lather cleanses thoroughly, yet is so mild 
that it’s safe for even a baby’s tender skin. 

If you aren't using Ivory in your institution, give it a trial. You'll 
find it efficient and economical to use. 


PROCTER & GAMBLE 


P.O. Box 599, Cincinnati 1, Ohio 
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pital pharmacist’s business re- 
sponsibilities in economic patient 
care. McKesson & Robbins. Circle 
No. 43 on readers’ service card. 


SAFETY 


Fire protection. A simplified chart 
of various kinds of fires and how 
to extinguish them is included in 
a presentation of a line of fire.pro- 
tection equipment. Walter Kidde 
& Co. Circle No. 44 on readers’ 
service card. 


Maintaining conductivity of hospital 


floors. Improper practices that lead 
to the loss of conductivity of floors 
are discussed, and remedial proce- 
dures are outlined. Hillyard 
Chemical Co. Circle No. 45 on 
readers’ service card. 


Short side guards for hospital beds. 
Purpose and theory of side guards 
for beds are discussed, and pic- 
torial instructions are given for 
mounting the guards temporarily 
and permanently. Hill-Rom Com- 
pany. Circle No. 46 on readers’ 
service card. 


Patient Lifting 
is no probiem... 


Proved in daily use by institutions 
throughout the world, Porto-Lift's 
smooth and effortless hydraulic ac- 
tion eliminates the time-consuming, 
physical strain of moving patients 
by hond. 

For geriotrics cases . . . prone 
position patients... leg amputees 

. post operatives .. . Porto-Lift 
meets every lifting need easily, in 
complete safety and comfort. 

Have your nearest medical supply 
dealer demonstrate a Porto-Lift for 
you, or write Dept. G, Porto-Lift 
Manufacturing Company. 


PATIENT LIFTING «+ THERAPY + REHABILITATION 
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PORTO-LIFT 


MANUFACTURING 
COMPANY 


Export representative — 
Schueler & Co., New York, N. Y. 


Fire resistant coating. Report on 
an investigation of the effective- 
ness of a fire resistant coating for 
use on cellulose fiberboard. Under- 
writers’ Laboratories, Inc. Circle 
No. 47 on readers’ service card. 


GENERAL 


Care and feeding of ideas. Thirty- 
page booklet contains essays by 
two leading authorities on how to 
develop ideas and how to explain 
them convincingly to others. A 
section on putting ideas into action 
is also included. A. B. Dick Co. 
Circle No. 48 on readers’ service 
card. 


Management of alcoholism. Booklet 
describes four approaches to man- 
agement of alcoholism: chemo- 
therapy, Alcoholics Anonymous, 
pastoral counseling, and direction 
to rehabilitation. A directory of 
facilities for the last mentioned 
approach is included. Wyeth Lab- 
oratories. Circle No. 49 on read- 
ers’ service card. 


“Evaluations of laboratory tests. 
“Clinical Norms,” a 27-page book- 
let, includes hundreds of facts 
used in evaluations of laboratory 
tests and clinical diagnoses of vari- 
ous conditions. Lakeside Labora- 
tories, Inc. Circle No. 50 on read- 
ers’ service card. 


Diagnostic applications of radioactive 
isotopes. Two-color, 24-page bro- 
chure describes the procedures 
involved and instrumentation re- 
quired for the nine most com- 
monly used radioisotope studies. 
Nuclear-Chicago Corp. Circle No. 
51 on readers’ service card. 


Teaching shut-in students by telephone. 
How a telephone system can be 
used to provide daily contact be- 
tween a shut-in child and his 
classmates in the school room is 
described in a 20-page booklet. 
Executone, Inc. Circle No. 52 on 
readers’ service card. 


influenza in 1957. Besides provid- 
ing background information on the 
viral process of influenza and on 
the history of current and past out- 
breaks, booklet discusses in detail 
diagnosis, testing, prevention and 
treatment. Wyeth Laboratories. 
Circle No. 53 on readers’ service 
card. 
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Summer Cycle Menu 
for the South-Southwest 


21-DAY selective summer 
cycle menu and market orders 
for perishables are designed for 
hospitals in the South-Southwest. 
These menus, which are for use 
during June, July and August, 
feature foods popular in the south- 
ern and southwestern parts of the 
country. 

The menus in this issue are the 
second in a four-part series of 
summer cycle menus published 
in this Journal, Summer cycle 
menus for the Midwest were in- 
cluded in the April 1 issue of 
HOSPITALS, JOURNAL OF THE 
AMERICAN HOSPITAL ASSOCIATION. 
The summer menus for hospitals 
in the East and North-Northwest 
will be published in the May | and 
16 issues, respectively. 

In planning the menus, careful 
consideration has been given to 
keeping the menu and food pro- 
duction operation simple for the 
smaller hospital. Moreover, a mod- 
erate to low cost food budget was 
used. 

This cycle menu features a choice 
of entree, vegetable, salad and des- 
sert on the noon and night menus. 
Two cereals and two fruits are 
offered on the breakfast menu. 

Since one of the choices offered 
is designed for use on modified 
diets, these menus can be used for 
both normal and modified diets. 
The letter (F) following certain 
items on the menu indicates that 
this item is to be served on the 
full or normal diets, while those 
labeled (S) are for the soft and 
other modified diets. Where the 
letters (FS) appear, the menu 
item can be served on both the full 
and soft diets. 

In adapting items marked (S) 
for use on modified diets, it should 
be noted that certain items will 
need sodium or fat restriction dur- 
ing preparation, if they are to be 
served to patients on sodium or 
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fat restrictive diets. When fruits 
are included on the dessert menu, 
the dietitian will omit sugar or 
substitute the water-packed vari- 
ety for the diabetics. 

The market order for perishables, 
which accompanies each week’s 
menu, lists the meats, seafood, 
poultry, and fresh and frozen 


The spring cycle menus, published 
in the January and February issues 
of this Journal, are for use during 
April and May. The Midwest and 
South-Southwest cycle menus were in- 
cluded in the January | and 16 issues, 
respectively. The February 1 and 16 
issues featured cycle menus for the 
East and North-Northwest, respectively. 


fruits and vegetables that a 50- 
bed hospital will need to produce 
the menu. The amounts are com- 
puted on the basis of serving 100 
patient and personnel meals at 
breakfast, 125 at noon and 100 
at night. By using a multiple of 
50, larger hospitals can easily ar- 
rive at their market orders. 

The market order includes all 
portion-ready meats, oven-ready 
roasts, portion-ready seafood, 
eviscerated poultry and other 
pre-prepared items. 

An added feature of this menu 
service is the standard storeroom 
inventory, a list of supplies that a 
50-bed hospital should have in the 
storeroom at the beginning of each 
2l-day cycle. The items included 
are cereals and farinaceous prod- 
ucts, canned fish, canned fruits and 
fruit juices, dried fruits and vege- 
tables, jellies, cake and pudding 
mixes, pickles, canned soups and 
canned vegetables. 

The standard is available upon 
request from the Association, 18 
E. Division St., Chicago 10, Il. 

The summer cycle menus on the 
following pages were prepared by 
Eugenia Sanderson, director of 
dietetics at Donald N. Sharp Me- 


morial Community Hospital, San 
Diego, Calif. Two menu items have 
brought many compliments from 
patients, reports Miss Sanderson. 
They are celery pinwheels and 
olive-almond sauce for service with 
broiled fish. 

Recipes for these items are pre- 
sented here through the courtesy 
of Miss Sanderson: 


CELERY PINWHEELS 


1. Clean a stalk of celery and 
separate the branches. 

2. Blend cream cheese 
roquefort-type cheese. 

3. Add mayonnaise or cream 
until of firm spreading consistency 
and season with worcestershire 
sauce. 

4. Fill the branches with cheese 
mixture or use a nippy cheese 
spread if preferred. 

5. Press the branches back into 
the original form of the stalk. 

6. Roll in waxed paper and chill 
overnight in refrigerator. 


with 


7. Just before serving, slice 
celery crosswise forming  pin- 
wheels. 


8. Arrange pinwheels on bed of 
lettuce. 


OLIVE-ALMOND SAUCE 
(Yield: 13% qts.) 

l chopped onions 

l pimiento-stuffed olives 
sliced mushrooms 
olive oil 
l tsp. sugar 
4 e. sliced almonds 
vinegar 
1 tsp. salt 
1 tsp. monosodium glutamate 
l fish stock 


1. Sauté 
mushrooms 
brown. 

2. Add remaining ingredients. 

3. Stir until blended and heated 
through. 

4. Serve sauce hot over broiled 
halibut or haddock steaks. 


olives and 
golden 


onions, 
in oil until 
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Ist WEEK SOUTH-SOUTHWEST SELECTIVE SUMMER CYCLE MENU — prepared by Eugenia Sanderson, director of dietetics, 


(MENUS TO BE USED DURING JUNE, JULY AND AUGUST) 


Donald N. Sharp Memorial Community Hospital, San Diego, Calif. 


breakfast | 


Prune Juice 

or Half Grapefruit 
Oatmeal 

or Corn Flakes 
French Toast with 

with Hot Syrup 


Orange Juice 
or Sliced Banana 
with Cream 
Whole Wheat Cerea! 
or Ready-to-Eat 
Rice Cerea! 
Scrambled Egg — 
Bran Muffin 


— 


Tomato Juice 
or Half Cantaloupe 
Farina 
or Ready -to-Eat 
ereal 
Soft Cooked Egg 
Bacon 


Orange Juice 

or Half Grapefruit 
Malt Mea! Cereal! 

or Wheat Squares 


Grapefruit Juice 
or Frosted Boysen- 
berries 
= Oatmeal! 
= or Ready-to-Eat 
French Toast with Hot 
Syrup 
Orange Juice 
or Bing Cherries 
Whole Wheat Cereal 


Scrambled Egg 
Raisin Toast 


Frozen Grapefruit 


| Prune Juice or Fresh 
Sections 


| 
| 
_| 
| 
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or Bran Flake Cereal 


| 
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Split Pea Soup 

Baked Ham and Swiss Cheese on Pumpernickel (F) 
or Sliced Turkey with Mushroom Sauce (S) 

Whipped Potato (S) 

Buttered Asparagus or Buttered Summer Squash (FS) 

Pear—Grapefruit-Kumquat Salad—Fruit French Dressing 
or Potato Salad on Leaf Lettuce (F) 

Hot Apple Cobbler (F) or Vanilla ice Cream (S) 


Chilled Apple Juice 
Roast Leg of Spring Lamb (FS) with Horseradish (F) 
or Beef Steak Pie with Flaky Crust 
Baked Russett Potato (FS) 
Lemon Glazed Carrots (FS) or Spinach with Egg Garnish 
Peach Basket Salad or Cantaloupe in Pineapple Ring Lorenzo Dressing 
Marmalade Bavarian (FS) or Fresh Bing Cherries 


Vegetable Beef Soup 

Club Sandwich (Deviled Cheese Chicken Salad-Lettuce- Tomato) (F) 
Potato Chips or Poached Sea Bass (S) 

Whipped Potato (S) 

Buttered Fresh Broccoli or Mashed Banana Squash (FS) 

Crisp Celery Curls—Olives—Pickles or California Slaw Golden 
Salad Dressing 

Chocolate Pudding (FS) or Tangerines 


| Chilled Pineapple Juice 


Baked Tuna-Cheese-Rice Casserole (S) or Hamburger on Toasted Sesame 
Bun-Catsup-Mustard-Pickle Relish-Chopped Onion (F) 
Cloverleaf Roll (S) 
Buttered Green Peas (FS) or Buttered Brussels Sprouts 
Grapefruit-Avocado Salad Fruit Dressing 
or Chinese Cabbage —Roquefort Dressing 
Orange Layer Cake (F) or Rainbow Parfait (S) 


Fish Chowder 


Malt Flake Cereal 


| 
| 
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Farina or Ready-to-Eat 


Chilled Fresh Melon-Berry-Fruit Plate with Cottage Cheese and 
Brown Bread (F) or Boiled Beef (S) 
Boiled Potato (S) 
Buttered Fresh Carrots (FS) or Stewed Tomatoes 
Tossed Greens with French Dressing or Cucumbers in Cream Dressing 
Tapioca Cream Pudding with Whipped Cream (FS) 
or Pineapple in Syrup 


Chilled Apricot Nectar 

Broiled Loin Lamb Chops (S) or Bell Pepper Stuffed with Beef and 
Rice with Hollandaise Sauce (F) 

Baked Potato (S) or Dinner Roll (F) 

Buttered Crookneck Squash (FS) or Fresh Diced Turnips in Cream 

Pear-Lime Salad—Chantilly Dressing or Leaf Lettuce Tossed with Sugar 
and Vinegar 

iced Angelfood Cake (FS) or Heart of Watermelon 


Vegetable Soup with Noodles 

Broiled Half Spring Chicken (FS) or Stuffed Pork Tenderloin 
Baked Potato (FS) 

Buttered Green Beans (FS) or Creamed Silverskin Onions 


night 


Chilled Peach Nectar 
Grilled Salisbury Steak with Sautéed Banana (FS) 
or Roast Sirloin of Beef with Gravy 
Parsley Buttered Potato (FS) 
Stewed Fresh Tomatoes or Peas in Cream (FS) 
Lettuce Hearts-.1000 Island Dressing 
or Crisp Celery Curls with Dill Pickle 
Fresh Strawberry Shortcake (F) or Pears in Cranberry Juice (S) 


Consomme Julienne 
Chicken a la King (S) er Breaded Pork Chop with Spiced Apple Ring (F) 
Fluffy Rice (FS) 
Green Beans with Bacon (FS) or Buttered Cream Style Corn (F) 
Tomato and Avocado Salad Piquant French Dressing 

or Orange and Gingerale Salad Chantilly Dressing 
Coffee Chiffon Pie (F) or Peeled Apricot Halves with Drop Cookie (S) 


Chicken Soup with Rice 
Broiled Halibut Steak with Shrimp Sauce 
or Roast Leg of Veal with Gravy (FS) Cornbread Dressing (F) 
Parsiey Buttered Potato (FS) 
Buttered Fresh Carrots (FS) er Buttered Asparagus 
Tossed Greens with 1890 Dressing 
or Melon Ring Salad with Cranberry Cream Dressing 
Jelly Roll CFS) 
or Green Grapes and Pineapple with Whipped Cream and Nutmeg 


Vegetable Soup 
Broiled Veal T-Bone Steak (FS) or Baked Ham with Mustard Sauce 
Glazed Sweet Potato (FS) 
Spinach with Lemon (FS) er Buttered Fresh Zucchini 
Tomato Sandwich Salad Garlic-French Dressing 
or Lettuce Hearts Green Goddess Dressing 
Biack Sweet Cherry ice Cream (F) 
or Sliced Peaches with Homemade Ginger Cookies (S) 


Chilled Pear Nectar 
Broiled Sea Bass (FS) with Olive-Almond Sauce (F) 
or Old Fashioned Pot Roast with Brown Gravy 
Noodles Polonaise (FS) 
Harvard Beets (FS) or Buttered Broccoli 
Peach and a Salad or Celery Pinwheels 
Lady Baltimore Cake (F) or Raspberry Pudding with Whipped Cream (S) 


Cream of Mushroom Soup 

Creamed Turkey on Holland Rusk (S) er Broiled Minute Steak with 
French Fried Onion Rings (F) 

Baked Potato (F) 

Buttered Cauliflower or Buttered Peas (FS) 

Spring Salad Thin French Dressing or Jellied Cranberry Salad 

Frozen Cake Ball with Butterscotch Sauce (F) 
or Applesauce with Wafers (S) 


Chilled Blended Vegetable Juice 
Meat Loaf with Gravy (FS) 
or Cold Sliced Turkey -Ham American Cheese with Potato Salad 
Whipped Potato (FS) 
Squash Souffle (FS) or Buttered Whole Grain Corn 
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Oats Cereal _ Lettuce Hearts with 1000 Isiand Dressing 
Hot Cakes with | or Orange-Grapefruit-Date Salad Tossed Salad Roquefort Dressing or Relish Plate - 
Hot Syrup _ Strawberry ice Cream (F) or Diced Grape Gelatin with Whipped Cream (S) Hot Peach Cobbler (F) or Crushed Pineapple with Chocolate Cookies (S) 
(F)—Full Diet (S)—Soft Diet (FS)—Full and Soft Diet Bread, butter and a choice of beverages ore to be included with each meol. 
Item, Specifications, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings 
BEEF FRESH FRUITS Radishes Bunch | doz 
3 Brisket, Fresh U. S. Good 7 ibs. 21 Apples Jonathan, 113s 8 Ibs. | Squash, Banana 25 ibs. 
S Ground Beef U. S. Good, 5 Ib. pkg. 75 Ibs. | Avocado Ripe 4 only - Squash, Crookneck 25 ibs 
w | Roast, Sirloin (B.R.T.) U. S. Choice 7 Ibs. | Bananas Ripe 20 Ibs. Squash, Zucchini 5 Ibs. 
| Round (Bottom) U. S. Standard 17 Ibs. | Boysenberries 3 ats. | Squash, Summer 25 Ibs 
S | Steaks, Minute U. S. Choice ' Cantaloupe Crate, 45s 1 crate Tomatoes Repacked (5x6) 1 lug, 30 Ibs 
4 4 oz. each 15 Ibs. 60 | Cherries, Bing 15 Ib. box % box | Turnips, White Topped 5 Ibs 
3 LAMB | Grapefruit Seediess, 70s 1 box | Watercress Bunch 1 doz. 
| Chops, Loin U. S. Choice, Grapes Seediess, 28 Ib. box Ibs. | 
& 6 oz. each 8 Ibs. Lemons 1 doz. FROZEN FRUITS 
Leg (B.R.T.) U.S. Choice, yearling 27 Ibs. 81 | Oranges 176s 1 box 
PORK Quarts qs. | Grapefruit Sections 8 Ib. can 4 cans 
ts | Bacon (Sliced) 24-26-1 Ib. 3 Ibs. a Crate, 144 eres | Orange Juice Con., 32 oz. can 6 cans 
= | Chops, Loin Grade A,40z.each 15ibs. 60 | Watermelon 30-35 Ib. av. 40 Ibs. Peaches Sliced, 8 Ib. can, 
Ham (Pullman) Ready -to-eat 45 Ibs. 5-1 sugar 2 cans 
Tenderloin Lean 10 Ibs. 40 
VEAL Cabbage | Bag 10 Ibs. FROZEN VEGETABLES 
Leg (B.R.T.) U. S. Good 20 Ibs. 60 Topped, bes Asparagus Spears, 2% ib. pkg. Sibs. 30 
3 Steaks, T-Bone U.S. Good, 5 oz. each 20 Ibs. 60 Celery White : 18 ‘nite Beans, Green Cuts, 2% Ib. pkg. 25 ibs. 150 
FISH Broccoli Stems and buds, 
Bass, Sea 4 oz. each 20 ibs 80 
Halibut pare an } ibs Lettuce Head, 48s 2 crates Brussels Sprouts 2% Ib. pkg. 2% lbs. 15 
: | Onions, Dry Yellow, bag 50 Ibs. Cauliflower Buds, 2% ib. pkg. 2% Ibs. 15 
F POULTRY ! Onions, White Boilers 3 Ibs. Peas 2% Ib. pkg. 35 Ibs. 210 
| Fowl (Eviscerated) Grade A,5ib.av. 45 Ibs. Parsley Bunch 1 doz. Spinach Chopped, 
~ | Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 40 Ibs. | Potatoes, Sweet Hamper 50 Ibs. 2% Ib. pkg. 12% ibs. 75 
| Fryers (Eviscerated) Grade A, 2% ib. av. 50 Ibs. Potatoes, White Bag No. 400 Ibs. Squash, Winter 3 Ib. pkg. 10 ibs. 60 
CYCLE 
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= Poached Egg | 
= Coffee Cake 
| 
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“We like the way GAS meets fluctuating demands” 


Sister Monica, supervisor, and Michael Kenney, 
chef, at Boston’s Carney Hospital, are more than 
satished with their new Gas equipment. 

“Gas provides the speed we need for our type 
operation. The heat is easily controlled, and the 
over-all economy of operation and the low main- 
tenance cost have more than justified our choice 
of Gas equipment. The ability to meet rapidly 
fluctuating demands together with the complete 
dependability of Gas has also contributed to our 
satisfaction with our present equipment.” 

The Gas equipment at Carney includes 2 fryers, 
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— Boston's Carney Hospital 


3 ranges, a broiler and a double section roast 
oven... all Vulcan. The kitchen is planned to 
feed 1000 patients and hospital personnel when 
operating at full capacity. 

Carney Hospital has found Gas equipment efh- 
cient and dependable. In hospital after hospital 
from coast to coast, you'll find Gas providing 
similar results. If you’re planning a new kitchen 
or remodeling or expanding your present one, call 
your Gas Company Commercial Specialist and 
discuss the economies and results modern Gas 
equipment provides. American Gas Association. 
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2nd WEEK SOUTH-SOUTHWEST SELECTIVE SUMMER CYCLE MENU — prepared by Eugenia Sanderson, director of dietetics, 


CYCLE MENU PAGES ARE PERFORATED FOR EASY REMOVAL 


| 

(MENUS TO BE USED DURING JUNE, JULY AND AUGUST) Donald N. Sharp Memorial Community Hospital, San Diego, Calif. | : : 
breakfast noon | night 
Orange Juice Cream of Potato Soup Chilled Apple Juice Agee : ) 
~ or Fresh Applesauce Baked Tuna and Noodles Fried Jumbo Shrimp with Hot Sauce er Roast Beef with Pan Gravy (FS) ey, 
a Malt Meal Cereal! or Roast Beef Sandwich on Toasted Bun (FS) with Potato Chips (F) Parsley Buttered Potato (FS) _ 
2 or Rice Squares Baked Potato Buttered Fresh Summer Squash or Buttered Garden Peas (FS) os 
Poached Egg Buttered Carrots (FS) er Spinach with Lemon Tossed Greens with Tomato—Garlic French Dressing iA 
2 Orange and Cottage Cheese Salad—Fruit Dressing or Fruit in Melon Ring a , 
or Celery Curls and Spiced Crabapple on Endive Boston Cream Pie (F) er Vanilla Pudding with Pink Whipped Ee , 
Butterscotch Pudding with Whipped Cream (S) er Boysenberry Sherbet(F) Cream and Sugar Wafers (S) _ 
Orange Juice Black Bean Soup | “Chilled Peach Nectar 
or Fresh Bing Creamed Chipped Beef on Toast Points (S) or Tomato Stuffed with | Golden Brown Baked Chicken (FS) Giblet Gravy i # , 
= Cherries Crabmeat Salad—Bread Sticks (F) | or Swiss Steak with Brown Gravy 1 @ i 
Oatmeal Parsley Potato (FS | Whipped Potato (FS) j 
r+} or Corn Flakes Buttered Baby Green Limas or Green Beans (FS) Minted Carrot Coins (FS) er Buttered Broccoli ’ 
5 Crisp Bacon Grapefruit and Cheese-Filled Prune Salad——Golden Salad Dressing | Sliced Tomato on Garden Lettuce Figaro Dressing , 
Sweet Roll or Vegetable Siaw or Pineapple-Fruit Salad—Fruit Dressing 
Apricot Bavarian (FS) or Fresh Fruit Cup | Peppermint Stick ice Cream (F) or Grapenuts Custard (S) , 

Tomato Juice Chilled Pear Juice | etable- Beef Soup f 
a or Kadota Figs Creamed Spaghetti and Cheese (S) or Veal Birds with Apple Stuffing (F) | Baked Sea Bass with Parsley Lemon Butter (S) or Beef Ragout (F) j 
Whole Wheat Cerea! Whipped Potato (F) Steamed Potato with Butter (FS | 
® or Ready-to-Eat Buttered Peas with Toasted Almonds er Buttered Green Asparagus ve _ Green Beans and Diced Celery (FS) er Buttered Whole Grain Corn i 
£ Rice Cereal Crisp Celery Hearts and Olives or Jellied Carrot and Pineapple Sala Lettuce Hearts with 1000 Isiand wt * ’ 
Scrambled Egg Chantilly Dressing ) or Pear and Mandarin Orange— Fruit yo! | ‘ 
a Marmalade Warm Gingerbread with Lemon Sauce (F) er Nectarine Sherbet (S) _ Chocolate Pie Supreme (F) or Dessert Cut Peaches with (S) , 
3 Peanut Butter Cookies 

Grapefruit Juice Cream of Tomato Soup | Chilled Orange Juice : 
or Stewed Prunes Sliced Chicken (S) or "Pot Roast Jardinier (F) _ Broiled Lamb Patty with Bacon and Apricot (S) , 
Farina Fluffy Rice (F) er Baked Potato (S) | or Roast Pork Loin with Southern Dressing and Gravy (F) , 
or Ready-to-Eat Buttered Summer Squash (FS) | ae Sweet Potato (FS) j 
a real or Chopped Broccoli with Buttered Crumbs _ Chopped Spinach with Lemon (FS) or Buttered Silverskin Onions ’ 
= Hot Cakes with Hot Tossed Greens with Tomato—French Dressing _ Avocado and Grapefruit Salad—Savory Dressing ’ 
<= Syrup or Spiced Apple Ring with Cream Cheese and Walnut on Endive ; or Olives-Pickles-Radish Roses 
Crisp ieee Orange Tapioca Pudding with Dates (F) _ Spice Cake with Caramel icing (F) 
es ) or Diced Gelatin with Custard Sauce (S) or Stewed Rhubarb (S) with Chocolate Chip Cookie 
Orange Juice Beach Haven Chowder Chilled Juice 
ne or Fresh Grapefruit Cheese Souffle with Celery Sauce (FS) Broiled Swordfish with Tartar Sauce (FS) 
ie: > Sections or Old Fashioned Beef Stew with Vegetables or Skewered Baby Beef and Mushrooms 
Mea! Cereal Whipped Potato (FS) Parsley Buttered Potatoes (FS) 
bie « = | or Ready-to-Eat Green Beans (FS) or Buttered Baby Beets Buttered Garden Peas er Mashed Banana Squash (FS) ! 
Malt Flake Cereal Melon Ring Salad—-Golden Salad Dressing Tomato and Artichoke Heart Salad 1890 Dressing 
a | Soft Cooked Egg or Bavarian Slaw with Sour Cream Dressing | or Jellied Cranberry Salad with Celery and Nuts i , 
a: _ Raisin Toast Peaches and Cream Pudding (FS) or Tangerines _ Fresh Strawberry Parfait (F) | i 
ae | | o Orange Pudding with Whipped Cream (S) Fd 
| Tomato Juice Chilled Fruit Punch Creole Gumbo Soup (F) i= 
a or Fresh Grilled Chopped Sirloin with Spanish Sauce (F) Chicken a la King oa Toast (FS) er Boiled Tongue with Mustard Sauce 7) , 
met as Boysenberries or Baked Egg in Bacon Ring (S) Boiled Potato '@2 
ei h Oatmeal Scalloped Potato (FS) Buttered Baby Green Limas (F) or Wax Beans (S) 3 ' 
a 2 or Wheat Squares Buttered Zucchini (FS) or Sautéed Corn and Green Peppers Stuffed Pear Salad—Chantilly D ressing ’ 
Canadian Bacon Lettuce Hearts —Chiffonade or Perfection Salad—Piquant Dressing | 
a3 & Hot Biscuit—Strawberry or Grapefruit and Kumquat Salad—Fruit Dressing Fresh Orange Sections with Coconut Butter Cookie (F) , 
7 Preserves (F) Apple Betty with Lemon Sauce (FS) or Honeydew Melon with Lime Wedge or Danis Pudding with Whipped Cream (S) ’ 
Prune Juice Seafood Cocktail | Chicken Soup with Rice 

: > | or Half Grapefruit Baked Ham with Glazed Orange or Roast Turkey (FS) with Dressing | Roast 6 of Spring Lamb with Mint Jelly (FS) i 5 
oe | Whole Wheat Cereal and Gravy and Cranberry Sauce (F) | er Club Sandwich (Chicken) with Potato Chips ! o 

or Bran Flake Cereal | Whipped Potato (FS) Baked Potato (FS) 
3 © Scrambled Egg Green Beans and Onion Rings or Buttered Fresh Carrot Coins (FS) _ Buttered Cauliflower (F) er Summer Squash in Cream (S) we , 
> Pimiento Stuffed Celery with Olives Stuffed Pineapple and Date Sala 
ey or Citrus Salad with Maraschino Cherry Dressing or Macaroni Salad with Tomato French Dressing vv) , 
a ) Maple Nut Ice Cream (F) or Whole Peeled Apricots and Wafers (S) Lemon Chiffon Pie (F) or Fruit Gelatin with Whipned Cream (S) x , 
- (F)—Full Diet (S)—Soft Diet (FS)—Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meal. 
ee item, Specifications, Amounts & No. of Servings | item, Specifications, Amounts & No. of Servings item, Specifications, Amounts & No. of Servings , 
Bs BEEF | POULTRY | Parsley Bunch 1 doz. 
Chipped Beef, Dried U.S. Good 1% Ibs. Fowl (Eviscerated) Grade A, 5 Ib. av. 85 Ibs. Potatoes, Sweet Hamper 50 Ibs. ! , 
© | Chuck (Boneless) U. S. Good 20 Ibs. Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 60 Ibs. Potatoes, White Bag No. | 400 Ibs. ' ! 
“ | Roast, Sirloin (B.R.T.) U. S. Choice 47 Ibs. Fryers (Eviscerated) Grade A, 2% Ib. av. 38 Ibs. Radishes Bunch 1 doz. 
| Round (Bottom) U. S. Standard 35 Ibs. Squash, Banana 15 ths. ; , 
& Sirloin, Chopped U. S. Choice 25 Ibs. 100 Apples 18 Ibs. Squash, Summer 35 Ibs. ' 
w | Steak, Swiss U.S. Good, 4oz.each 5ibs. 20) Ri Squash, Zucchini 25 Ibs. 
& | Stew U. S. Good IV ibs. 40 in Tomatoes Repacked (5 x 6) 2 lugs (60 ibs.) 

a Bananas Ripe 15 Ibs. | 
| Tenderloin U. S. Good Ibs. 21 3 
Tongue No. 1 ibs. 20 
| ; Cantaloupe Crate, 45s 40 Ibs. FROZEN FRUITS ; i 
) LAMB Cherries, Bing 15 Ib. box 5 Ibs. Orange Juice Con., 32 oz. can 6 cans 
| Ground, Shoulder —iU. S. Good 5ibs. 20 | Grapefruit Seediess, 70s 2 boxes Peaches Sliced, 8 Ib. can, j ’ 
S | Leg (BRT) U. S. Choice, Grapes Seediess, 28 Ib. box 14 Ibs. 5-1 sugar I can ) 
yearling 20 Ibs. 60 | Lemons 1 doz. Rhubarb 8 Ib. can, 5-l sugar 1 can 
: PORK Melon, Honeydew Crate, 9s 20 Ibs. | ’ 
Bacon, Canadian 5 Ibs. Oranges 176s 1 box FROZEN VEGETABLES 
| Bacon (Sliced) 24-26-1 Ib. 6 Ibs. Asparagus Spears, 2% Ib. pkg. 15 ibs. 90 
Ham, (Pullman) Ready -to-eat 15 Ibs. FRESH VEGETABLES Beans, Green Cuts, Ib. pkg. 42% Ibs. 255 
Loin (Boneless) Grade A, 10-12 Ibs. 20lbs. 60 | Artichoke 3 doz. Beans, Wax 2% Ib. pkg. 2% ibs. 15 

Beans, Lima 2% x 10 Small, green, 
VEAL 2% tb. pkg. 12% Ibs. 75 
Leg (B.R.T.) U. S. Good 35 Ibs. Broccoli Stemd and buds 
Celery Pascal, 30s 4 stalks "Ib. pkg. 5ibs. 30 

= Fish Celery White 18 stalks Cauliflower Buds, 2% ib. pkg.  l0lbs. 60 
& Bass, Sea 3 4 oz. each 5ibs. 20 Lettuce Head, 48s 2 crates Peas 2% Ib. pkg. ISibs. 90 
Shrimp Jumbo, 26-28-1 Ib. 3 Ibs. Onions, Dry Yellow, bag 50 Ibs. Spinach Chopped, 
Swordfish Steaks,50z.each 20 Ibs. Onions, White Boilers 3 Ibs. Ib. pkg. 12% Ibs. 75 
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New Diamond Crystal Seasoning Packets 


1. Exclusive fluted construction is completely mois- 
ture resistant. 


3. Exclusive controlled “shaker action” is completely 
unlike messy, ordinary tear-and-pour containers. The 
patented Diamond Crystal packet actually lets you 
shake on the seasonings. 


DIAMS 


sik 
ot BALAK 


5, Diamond Crystal packets supply your three basic 
seasonings—pure ground black pepper, sparkling 
Diamond Crystal Salt, and refined sugar. 
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cut serving time and costs! 


2. Snap top opens easily. 


4. Packets are disposable—eliminate cleaning and 
servicing costs of old-fashioned dispensers, 


MAIL COUPON FOR FREE SAMPLE BOX OF 100 
DIAMOND CRYSTAL SEASONING PACKETS 


L 


Dept. 
Diamond Crystal Salt Co. 
St. Clair, Michigan 


Sirs: Please send me a free sample box of your new 
seasoning packets. 


Name 


Address 
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Baked Stuffed Tomato with Cheese Sauce 


7 4 3rd WEEK SOUTH-SOUTHWEST SELECTIVE SUMMER CYCLE MENU — prepared by Eugenia Sanderson, director of dietetics, 
a (MENUS TO BE USED DURING JUNE, JULY AND AUGUST) Donald N. Sharp Memorial Community Hospital, San Diego, Calif. 
ait breakfast | noon | night 

a Orange Juice (FS) | Chilled Grapefruit and Orange Juice Lentil Soup 2 


or Kadota Figs 
Farina 
or Ready-to-Eat 
Wheat Cerea! 
Soft Cooked Egg 


or Savory Boiled Beef with Noodles (FS) 
Whipped Potato 
Buttered Broccoli or Baked Banana Squash (FS) 
Melon Ball Salad with Mint Garnish 

or Tossed Spring Salad—Garlic French Dressing 
Ginger Pear Tapioca (FS) or Fresh Raspberries 


Vegetable Beef Soup 

Creamed Tuna on Rusk er Broiled Lamb Patty with Spiced Peach (FS) 

Steamed Rice and Mushrooms (FS) 

Green Asparagus (FS) or Cream Style Corn 

Jellied Grapefruit and Watercress——Fruit Dressing or Cottage Cheese 
and Pineapple on Leaf Lettuce with Chantilly Dressing 

Fresh Fruit Cup and Oatmeal kie (F) 
or Maple Pudding with Whipped Cream and Chocolate Drops (S) 


Orange Juice (FS) 
or Half Cantaloupe 
Malt Meal Cereal 
or Rice Squares 
Poached Egg 
| Hot Biscuit—Preserves 


Prune Juice (FS) 


Chilled Apple Juice 
| or Half Grapefruit Turkey Salad—Grapefruit Sections—Sliced Al- 
ar | Oatmeal monds with Fruit Dressing or Chopped Beef Steak (FS) with Catsup 
Ready-to-Eat Mashed Potato (FS) 
eae. | _ Rice Cereal | Fresh Green Beans (FS) or 7 Minute Cabbage with Ham Bits 
aoe | Crisp Bacon _ Mixed Melon Ball Salad or Wilted Lettuce 
ae _ Lemon Pudding Deluxe (FS) or Fresh Strawberries 
Go | Orange Juice (FS) | Minestrone 
ae or Sliced Banana _ Ham-Asparagus-Cheese Roll-Ups (FS) er Braised Short Ribs of Beef 
a | with Cream _ Baked Potato (FS) 
~ | Whole Wheat Cereal Garden Vegetables (FS) or Brussels Sprouts 
a | _ @r Corn Flakes Tossed Greens with Tomato—Garlic-French Dressing 


or Stuffed Peach Salad 


| Scrambled Egg 
| Baked Rice Custard (FS) or Sliced Oranges with Chocolate Cookies 


Orange Juice (FS) Clam Chowder 
Creamed Seafood a la Newbur 


or Stewed Prunes 


(S) 
rown Gravy (F) 


Farina or Hamburg Pinwheel with 
or Ready -to-Eat Mashed Potato (S) 
. Cereal Spinach with Egg Garnish (S) or Succotash (F) 
4 Hot Cakes with Sliced Tomato on Garden Lettuce —Chiffonade Dressing 
Hot Syrup or Jellied Carrot and Salad Golden Salad Dressin 
a 


Cabinet Pudding with Lemon Sauce (F) er Nectarine Sherbet (S) 


| friday | thursday | | wednesday tuesday = | monday | 


Tomato juice Potato Leek Soup 


Grilled Young Steer Liver with Bacon (FS) 
or Pot Roast of Beef with Brown Gravy 
Baked Potato (FS 
Swiss Spinach (FS) er Buttered Peas 
Lettuce Hearts—1000 Isiand Dressing or Peach Basket Salad 
Lemon Torte (FS) or Green Gage Plums with Wafers 


Chilled Blended Juice | 

Boiled Chicken with Fluffy Dumpling and Creamy Chicken Gravy (FS) 
or Thick Grilled Canadian Bacon 

Mashed Potato (FS) 

Buttered Fresh Carrots (FS) or Buttered Baby Green Limas 

Tossed Greens with Tomato —Garlic-French Dressing 
or Banana Fruit Salad Golden Salad 

Pecan Crunch Ice Cream (F) or Pear Halves in Grenadine (S) 
Chocolate Brownie 


Chicken Soup 
Broiled Salmon Steak (FS) with Tartar Sauce (F) 
or Boiled Beef Brisket with Horseradish 
Parsley Buttered Potato (S) er French Fries (F) 
Stuffed Fresh Zucchini (FS) er Buttered Cauliflower 
Orange and Stuffed Prune Salad or Jellied Cranberry Salad 
Fruit Dressing 
Apple Pie (F) or Packed Apricots with Almond Whipped Cream (S) 


Chilled Grapefruit and Pineapple Juice 
Breast of Roast Turkey on Toast with Mushroom Sauce (S) 
er Roast Loin of Pork with Southern Dressing and Gravy (F) 
Glazed Sweet Potato (FS) 
Buttered Peas (FS) or Buttered Whole Grain Corn 
Pear-Lime Salad with Chantilly Dressing 
or Celery Curls with Dill Pickles and Radish Roses 
Steamed Pudding with (F) 
or Rainbow Gelatin with Whipped Cream (S) 


Chilled Apricot Nectar 
Mixed Grill of Halibut (FS)—Jumbo Shrimp 
or Grilled Veal Steak with Spiced Crabapp 
Parsley Buttered Potato (FS) 
Steamed Fresh Celery with Butter 
or Buttered Fresh Summer Squash (FS) 
Tossed Vegetable Salad French Dressing 
or Melon Ring Salad Fruit Dressing 
Butterscotch Parfait (FS) er Royal Anne Cherries with Date-Nut Bar 


Scallops (F) 
le 


Chilled Tangerine Juice 


> or Applesauce (FS) Large Salad of Cottage Cheese-Fresh Pineapple-Strawberries- Cantaloupe Broiled Lamb Chop with Mint Jelly (FS) or Shepherd's Pie 
a4 Malt Meal Cereal with Date Muffin (F) or Welsh Rarebut on Holland Rusk (S) Baked Potato (FS) 
_ or Wheat Squares Parsley Potato (S) Buttered Green As ome Tips er Harvard Beets (FS) 
= | Soft Cooked Egg Fresh Carrot Coins (S) or Buttered Cream Corn (F) Citrus Salad with Fruit Dressing or Roquefort Stuffed Celery and Olives 
_— Cole Slaw or Grapefruit and Banana Salad—-Fruit French Dressing Crushed Pineapple with Lorna ne Cookie er Lemon Pudding with 
4 _ Chocolate Pudding with Whipped Cream and Chocolate Drops (FS) Whipped Cream (FS) and Orange Section Garnish (F) 
or Fresh Cherries 
| Orange Juice (FS) Chilled Cranberry Juice | Beef Noodle Soup 
| _ @r Half Cantaloupe Fricasee of Chicken with Giblet Gravy (FS) Baked Ham with Broiled Peach Filled with Jelly (F) 
| Oatmeal | or Scallopine of Veal on Steamed Rice or Sandwich Plate: Turkey on White Bread Cheese and Stuffed Olive 
~ > or Ready-to-Eat | Whipped Potato (FS) on Wheat Bread (S) 
, 3 Malt Flake Cereal Buttered Garden Peas (FS) or Creamed Silverskin Onions Noodles Polonaise (F) 
| Crisp Bacon _ Lettuce Hearts—Green Goddess Dressing Mashed Banana Squash (FS) er Buttered Cauliflower 
= | French Toast with ) or Orange and Date Salad —Cherry Dressing Tomato and Avocado Salad Piquant French Dressing 

‘ “a Hot Syrup _ Vanilla ice Cream or Danish Pudding with Whipped Cream (FS) ) er Potato Salad on Leaf Lettuce 
Hot Boysenberry Cobbler (F) 
ie | or Vanilla Pudding with Pink Whipped Cream and Wafers (S) 

: ae, (F)—Full Diet ‘{S)—Soft Diet (FS)—Full and Soft Diet Bread, butter and o choice of beverages are to be included with each meal. 
= | item, Specifications, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings | tom, Specifications, Amounts & Me. of Servings 
Le | BEEF | Shrimp 30-42-1 Ib. 2 Ibs. Parsley Bunch 1 doz. 
~ | Brisket, Fresh U. S. Good 35 ibs. 105 | Shrimp 26-28-1 tb. 7 tbs. Potatoes, Sweet Hamper 50 Ibs. 

o | Chuck (Boneless) U. S. Good 15 Ibs. Potatoes, White Bag No. ! 400 Ibs. 
A | Ground Beef U. S. Good, 5 Ib. pkg. 25 Ibs. . POULTRY Radishes Bunch 1 doz. 
| Liver Steer, sliced 10 tbs. 40 | Fow! (Eviscerated) Grade A, Sib. av. 85 Ibs. Squash, Banana 45 Ibs. 
& | Short Ribs U. S. Good 15 Ibs. Grete A, 20-06 ov. 35 We. Squash, Summer 20 Ibs. 
“a | Sirloin, Chopped U. S. Good 27 Ibs. 80 FRESH FRUITS Squash, Zucchini 20 ibs. 

sa & | Stew U. S. Good 5 Ibs. Apples Jonathan, 113s 5 Ibs. Tomatoes Repacked (5 x 6) 15 ibs. 

F . Avocado Ripe 10 only Watercress Bunch 1 doz. bunches 
: 2 (Chops, Loin U. S. Choice, Bananas Ripe 25 Ibs. FROZEN FRUITS 
: h 6 oz. each 23 Ibs. Cantaloupe Apples 8 Ib. can 2 cans 

| Ground, Shoulder S. Good 25 Ibs. 100 Crete, erate Boysenberries 8 Ib. can, sugar 2 cans 
&S | Shoulder(B.R1.) U.S. Good 15 Ibs Cherries, Bing 15 Ib. box 3 Ibs. | Grapefruit Sections 8 Ib. can l can 
B wie ge ; Grapefruit Seediess, 70s 1 box | Orange Juice Con., 32 oz. can 6 cans 
> PORK Lemons 1 doz. FROZEN VEGETABLES 
ae $ | Bacon, Conetion ome. Melon, Honeydew Crate, 9s 1 crate Asparagus Spears, 

a © | Bacon (Sliced) 24-26-1 Ib. 6 Ibs. Oranges 176s 1 box 2% Ib. pkg. 17% ibs. 105 

| Ham (Pullman) Ready-to-eat 47 Ibs. Raspberries Quarts 2 ats. Beans, Green Cuts, 2% Ib. pkg. I5ibs. 
© | Loin (Boneless) Grade A, 10-12 Ibs. 20lbs. 60 Beans, Lima Small, green, 
Strawberries Quarts 8 ats. 2% Ib. pkg 2% Ibs. 15 
€ VEAL Broccoli Stems and buds 
| Leg (B.R.T.) U. S. Good 7 tbs. 2% Ib. pkg. 2% Ibs. 15 
x | Brussels Sprouts 2% Ib. pkg. 2% Ibs. 15 
| Carrots Topped, bag 60 Ibs. Cauliflower Buds, 2% Ib. pkg. Sibs. 30 
' | Halibut Steaks, 5 oz. each 7 Ibs. Celery Pascal, 30s 6 stalks Peas 2% Ib. pkg. 27% ibs. 165 
nf v | Lobster Meat Canned, frozen 2 Ibs. Endive Curly 1 doz. Spinach Chopped, 

7: es | Salmon Red, steaks, Lettuce Head, 48s 2 crates 2% Ib. pkg. 12% ibs. 75 
5 oz. each 19 ibs. 60 | Onions, Dry Yellow, bag 50 Ibs. Succotash 2% Ib. pkg. 15 ibs. 90 
= Scallops 7 Ibs. Onions, White Boilers 3 Ibs. Vegetables, Mixed 2% Ib: pkg. 15 ibs. 90 
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Another Food Value FIRST 


Turkey 


Lowest in Cholesterol 


‘Turkey scores again! 
‘lo the unrivaled rating 
turkey meat already 
holds tor its “highest- 
in-protem, low-fat con- 
tent, comes now an- 
other highest honor. 
Of all meats, turkey 


ranks lowest in choles- 

Dr. M. L. Scott terol. Its fat content. 
already rated as low, now ts classified as 
“soft” or vegetable-type fats the kinds 
which do not increase the blood choles- 
terol level. These findings are just reported 
by Cornell University. They are signi- 
ficant, since medical research, in the words 
of Dr. M. L. Scott, nutritionist of Cornell 
under whose direction the studies were 
made, “has shown that most persons suf- 
fering from coronary heart disease exhibit 
an elevated level of cholesterol in the 


blood.” 


Other recent nutritional findings as re- 
viewed by Dr. Scott indicate: 


° thal in most Cases of coronary heart disease 
the hlood chole sterol le vels have hee i shor n lo 


he higher than normal; 


© that reducing the fat content of the diet 
lo avery low level results in a lowerine .of the 


hlood cholesterol: 


© that under certain experum ntal conditions 
the addition to the diet of fats contaming a high 
portion of saturated fats causes a prompt and 
marked rise in blood cholesterol, 

© that. when blood cholesterol is high, u 
(an he reduced unde) Certain ¢ x pe remental 
ditions with the ingestion of certam unsaturate d 
fats (turkey fats are high m unsaturated fath 


acids and ¢ ssential fatty acids ). 


Previous studies show that turkey meat 


hiohest protein ana high riboflai it 


and nidein, 


Judged by all these factors, no other 
meat can compare with turkev in all these 


desirable food values. 


For the complete story of 
turkey and its food values. 
write for free booklet, “Tur- 
kev, the Meat that Meets 
Highest Nutritional Stand- 


ards.” 


NATIONAL TURKEY FEDERATION 
Mount Morris, Illinois 
| Please send booklet, ““Turkey, the Meat that Meets High- 
est Nutritional Standards.” 
\ Offer limited to continental United States 
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Huntington C-2C Conductive 
Wax, listed by Underwriters’ 
as being safe for electrically 
conductive floors . . . makes it 
possible for you to simplify 
O.R. floor care and improve 
aseptic conditions. See your 
Huntington representative for 
complete details and write for 
free booklet, “‘How to Main- 
tain Conductive Floors.”’ 


HUNTINGTON 4 LABORATORIES 


INCORPORATED 


Huntington, Indiana 
Philadelphia 35, Pennsylvania + Toronto 2, Ontario 


HUNTINGTON 


... where research leads to better products 
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hook neviews 


recent additions to the Library 


of the American Hospital Association 


AMERICAN ANNALS OF THE Dear. Con- 
ference of Executives of American 
Schools for the Deaf. Washington, 
Gallaudet College, 1957. 228 pp. $2. 

BIOGRAPHY OF A FOUNDATION; THE 
STORY OF CHILDREN’S FUND OF 
MICHIGAN. 1929-1954. William C. 
Richards. Detroit, Children’s Fund 
of Michigan, 1957. 195 pp. 

BUILDING AND EQUIPMENT SANITATION 
MAINTENANCE. Association of 
American Soap and Glycerine 
Producers, Inc. New York, 1957. 
61 pp. 

A CENTURY OF SERVICE. 1858-1958: 
WASHINGTON HOSPITALS. Washing- 
ton State Hospital Association. 
Seattle, 1957. 120 pp. 

CLERICAL SALARIES IN TWENTY CITIES. 
National Industrial Conference 
Board. New York, 1957. 24 pp. 

COMPARATIVE MORTALITY AMONG 
METROPOLITAN AREAS OF THE 
Unritrep STATEs. 1949-51. U.S. Pub- 
lic Health Service. Washington, 
Government Printing Office, 1957. 
143 pp. $3.25. 

CONTROLLING EMPLOYEE BENEFIT AND 
PENSION Costs. American Man- 
agement Association. New York, 
1957. 127 pp. $2.50. 

COOPERATIVE MEDICAL PROGRAMS—A 
NEW SOLUTION FOR SMALL Com- 
PANIES. National Industrial Con- 
ference Board. New York, 1953. 
36 pp. 

Diets. Mount Sinai Hospital of Cleve- 
land. 1957. 45 pp. 

DIVISION OF NURSING; EVALUATION 
REPorRT. South Dakota. State Col- 
lege of Agriculture and Mechanic 
Arts. Brookings, 1957. 162 pp. 

EFFECTIVE CHANGE IN LARGE ORGANI- 
ZATIONS. Eli Ginsberg, Ewing W. 
Reilly. New York, Columbia Uni- 
versity Press, 1957. 155 pp. $3.50. 

ErreE HOSPITALS AND HEALTH SERVICES; 
INTERNATIONAL HOSPITAL FEDERA- 
TION StTupy Tour. John Dodd. 
Bristol, Privately published, 1957. 
128 pp. 

FEDERAL BENEFITS AVAILABLE TO VET- 
ERANS AND THEIR DEPENDENTS. U.S. 
Veterans Administration. Wash- 
ington, Government Printing Of- 
fice, 1957. 42 pp. 

FORMULARY. Patton State Hospital, 
Patton, Cal., 1957. 62 pp. 

HANDBOOK ON RELEASE OF INFORMA- 
TION AND REPORTING FROM MeEDI- 
CAL RECORDS CONFORMING TO THE 
LAWS OF THE STATE OF ILLINOIS. 
Illinois Association of Medical 
Record Librarians. Chicago, 1957. 
20 pp. 

HOSPITAL CARE INSURANCE FOR ON- 
TARIO. Toronto, Queen’s Printer, 

1957. 19 pp. 

HospiTaL City. John Starr. New 
York, Crown Publishers, 1957. 282 


pp. $5. 
IBM HospiTrat AccountTinc. Interna- 


tional Business Machine Corp. 
New York, 1957. 12 pp. 

INDUSTRIAL STANDARDIZATION. National 
Industrial Conference Board. New 
York, 1957. 71 pp. 

INFORMATION INDEXING AND SUBJECT 
CATALOGUING. John Metcalfe. New 
York, Scarecrow Press, 1957. 338 
pp. $6.75. 

INTERIM ReEporT. Great Britain. Min- 
istry of Health. Committee on 
Hospital Supplies. London, H. M. 
Stationery Off., 1957. 15 pp. 

INTERNAL ADMINISTRATION OF HOSPI- 
TALS. Great Britain. Ministry of 
Health. Central Health Services 
Council. London, H. M. Station- 
ery Off., 1954. 87 pp. $1.13. 

INTRODUCTION TO BIOSTATISTICS. Hul- 
dah Bancroft. New York, Hoeb- 
ner-Harper, 1957. 210 pp..$5.75. 

KONGLIGE FREDRIKS HOSPITAL. Edward 
Gotfredsen. Copenhagen, 1957. 48 


pp. 

THe MAN IN MANAGEMENT: A PER- 
SONAL VIEW: INCLUDING A SECTION 
ON EXECUTIVE HEALTH PROBLEMS. 
American Management Associa- 
tion, 1957. 60 pp. 

MANUAL OF ADMITTING POLICIES AND 
PROCEDURES. Decatur and Macon 
County Hospital, Decatur, Ill. 
1957. 64 pp. 

MANUAL OF SUGGESTED PROCEDURES 
AND TECHNIQUES FOR HOSPITAL CARE 
OF MATERNITY PATIENTS AND THEIR 
NEWBORN INFANTS IN WEST VIR- 
GINIA. West Virginia. Dept. of 
Health. Charleston, 1957. 34 pp. 

MEDICAL CARE FOR INDIGENT PERSONS 
IN KENTUCKY. Kentucky. Gover- 
nor’s Commission on the Study of 
Medical Care for the Indigent. 
Frankfort, 1957. 82 pp. 

MEDICARE MANUAL AND SCHEDULE OF 
ALLOWANCES. U. S. Dept. of the 
Army. Office for Dependents’ 
Medical Care. Washington, 1957. 
247 pp. 

NUCLEAR WEAPONS AND FOREIGN 
Po.ticy..Henry A. Kissinger. New 
York, Harper, 1957. 455 pp. $5. 


NURSING MANUAL: California. Uni- 


versity. School of Nursing. rev. ed. 
Minneapolis, Burgess Publishing 
Co., 1957. 202 pp. $3. 

OFFICE BUILDING SANITATION. Na- 
tionwide Insurance. Columbus, 
Ohio. 1956. 80 pp. $1. 

ORAL SURGERY DIRECTORY OF THE 
Worup. Pittsburgh, 1957. 298 pp. 

THE PERSON As A NURSE; PROFES- 
SIONAL ADJUSTMENTS. 2d ed. Flor- 
ence C. Kempf. New York, Mac- 
millan, 1957. 240 pp. $4. 

PLANNED GIVING; A PRACTICAL. MAN- 
UAL ON Funp RAISING. Cumerford 
Inc. Kansas City, Mo., 1957. 303 
pp. $8 

THE PRESCRIPTION PHARMACIST To- 
DAY. Wallace Croatman. New 
York, Health Information Foun- 
dation, 1957. 27 pp. 
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PROCEEDINGS. New York University. 
Institute of Labor Relations and 
Social Security. New York, Mat- 
thew Bender, 1957. 380 pp. $11.50. 

PROCEEDINGS OF THE INSTITUTE ON RE- 
HABILITATION CENTER PLANNING. 
Feb. 25-March 1, 1957. U. S. Dept. 
of Health, Education, and Welfare. 
Washington, Government Printing 
Office, 1957. 322 pp. $1.25. 

PROCEEDINGS OF THE WORKSHOPS ON 
STANDARDS AND PROCEDURES FOR 
MEDICAL RECORDS AND REPORTS IN 
CHRONIC DISEASE HOSPITALS. Nov. 
5-9, 1956, Washington, D.C. 
American Association of Medical 
Record Librarians. Chicago, 1957. 
26 pp. 

PROGRAMS FOR COMMUNITY MENTAL 
HEALTH: papers presented at the 
1956 annual conference of the Mil- 
bank Memorial Fund. New York. 
1957. 224 pp. 

Report. New York State. Joint Legis- 
lative Committee on Health In- 
surance Plans. Albany. 1956. 81 
pp. 

REPORT ... TO THE MAYOR AND CITY 
Counci.. Philadelphia. Policy 
Committee on Medical Care for 
the Needy. 1957. 24 pp. 

SIMPLIFIED Dret MANUAL WITH MEAL 
PATTERNS. Iowa. State Dept. of 
Health. Nutrition Service. Ames. 
lowa State College Press. 1958. 
90 pp. $1.95. 

Sources or Morsipiry Data. U. 5S. 
Public Health Service. Washing- 
ton, Government Printing Office. 
1957. Vol. 5. 

THe STUDENT-PHYSICIAN; INTRODUC- 
TorRY STUDIES IN THE SOCIOLOGY OF 
MepIcAL EpvucaTIon, edited by 
Robert K. Merton and others. 
Cambridge, Harvard University 
Press, 1957. 360 pp. $5. 

Stupy or INDIGENT HOSPITAL CARE IN 
Mississipp1. Mississippi Hospital 
Association. Jackson, 1957. 83 pp. 

SUPERVISORY AND EXECUTIVE DEVELOP- 
MENT. Norman R. F. Maier and 
others. New York, Wiley. 1957. 
330 pp. $6.50. 

TEN MILLION AND ONE; NEUROLOGICAL 
DISABILITY AS A NATIONAL PROB- 
LEM. National Health Council. 
New York, Hoeber-Harper. 1957. 
102 pp. 

THIRTEEN INDICES; AN Alp IN REVIEW- 
ING STATE MENTAL HEALTH AND 
HospITAL ProGcrRAMS. Joint Infor- 
mation Service of the American 
Psychiatric Association and Na- 
tional Association for Mental 
Health. Washington. 1957. 78 pp. 
$1. 

UNDERWRITING CANADIAN HEALTH; AN 
EcONOMIC VIEW OF WELFARE PRO- 
GRAMS. William Lougheed As- 
sociates. Toronto, 1957. 165 pp. $1. 

WHat Do You Know Asout LABOR? 
James Myers and Harry W. Laid- 
ler. New York, J. Day Co., 1956. 
301 pp. $4.75. 

Work SAMPLING. Ralph M. Barnes. 
2d ed. New York, Wiley. 1957. 
283 pp. $7.95. 

WorK SIMPLIFICATION. Gerald Nadler. 
New York, McGraw-Hill, 1957. 
292 pp. $6.50. 

YARDSTICKS FOR HUMAN RELATIONS 
TRAINING. Irving R. Wechsler and 
others. Chicago, Adult Education 
Association of the United States 
of America. 1957. 24 pp. $1. 
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announces a NEW 


HILOW RECOVERY BED 
labor bed...special therapy bed 


Cardiac or respiratory patient 
can be placed in upright sit- 
ting position by adjustment of 
Trendelenburg Spring. 


designed to answer special needs 
in recovery room equipment 


This new Recovery Bed meets 
many special needs in Recovery 
Rooms, Labor Rooms and Treat- 
ment Rooms. It is a manually oper- 
ated hilow bed which can be raised 
to treatment table height for work 
with the patient. The bed in low 
position is ideal for the patient in 
early stages of labor. The bed in- 
sures patient safety. It may also be 
elevated to any desired intermedi- 
ate height, and maintained as long 
as necessary in that position. 

Spring adjustment is essential in 
a recovery bed. Mild shock position, 
Labor bed in “low” position Fowler position, and others are 
with side guard lowered. needed frequently in care of the 
post-operative patient. All of these 
positions are easily achieved with 
the Trendelenburg spring. Full 
length aluminum side guards are 
permanently attached to the bed, to 
be immediately available when 
needed. There are six (6) locations 
where the IV rod may be used. 

Descriptive literature sent on 
request. 


PROCEDURE MANUAL 
No. 3—"*HILOW BEDS” 
by Alice L. Price, R.N., 
M.A., Nurse Consvullt- 
Labor bed “set-up” for emergency delivery. ant for Hill-Rom, de- 
scribes the use and 
core of Hilow Beds. Copies for student nurses and the graduate nurse 
staff will be sent on request. Address Miss Price, c/o Hill-Rom Co., Inc., 
Batesville, Indiana 


HILL-ROM COMPANY, INC. «+ Batesville, indiana 
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FAMED 
/ DEKNATEL SILK 


in the proved 


DEKNATEL PLASTIC PAK 


_@ Proved in routine hospital use 
with Deknatel Surgical Gut. 


@® Requires no change 
in your sterile technique. 


® Sterilize in formaldehyde as 
you have always done with 
glass tubes. 


@® Eliminate the hazards of glass Ms 
MAKE THIS SIMPLE “SQUEEZE TEST” 


: as thousands of others have done. 
Deknatel Plastic Pak—proved Squeeze a Deknatel Pak with all the 


’ to give you all the reliability strength of your fingers... prove 
of glass. to yourself that it will not leak. 


@® Use Deknatel Surgical Silk— 


long acknowledged the AN IMPORTANT STATEMENT 
leader because of its strength —from a feature article in America’s foremost pack- 
and uniformity. aging magazine about Deknatel Plastic Pak: 

. The halofluorocarbon formulation used by Dek- 
natel is rated as completely impermeable (no weighable 
loss in 90 days or more) to water, acetic acid, ethyl 

_ alcohol, methyl alcohol, formaldehyde, hydrochloric acid 
and sodium hydroxide .. .”’ 


From: “Enter Fluorocarbon Film", Modern Packaging Magazine, 
November 1957. Complete article available upon request. 
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fersonnel changes 


@ Harold A. Applin has been ap- 
pointed administrator of Commu- 
nity Hospital, St. Peter, Minn. He 
“was formerly adminis- 
trator of St, Seph’s Hospital, 
Minot, N. 


R. has been ap- 
pointed Administrator of Oak Hill 
(Qhio) Hospital. 


MR. ARMSTRONG MR. BONADONNA 


@ S. Stephen Bonadonna has been ap- 
pointed assistant executive direc- 
tor of Nassau Hospital, Mineola, 
Long Island, N.Y. He was for- 
merly on the administrative staff 
at Memorial Center for Cancer and 


Allied Diseases, New York City. 
Mr. Bonadonna is a graduate of 
the Columbia University program 
in hospital administration. 


@ Mabel $. DeSenctis has been ap- 
pointed administrator of the Skin 
and Cancer Hospital of Philadel- 
phia. She was formerly director 
of public relations at the hospital 
and then acting administrator. 


@ Orville t. Ferrell has been ap- 
pointed administrator of Cherokee 
County Memorial Hospital, Gaff- 
ney, S. C. He was formerly as- 
sistant administrator of Rowan 
Memorial Hospital, Salisbury, N.C. 

Mr. Ferrell succeeds Clevde tL. 
Weeks who has been appointed ad- 
ministrator of East Florida Coast 
Hospital, St. Augustine. 


@ S. E. Grimes Jr. has been appointed 
administrator of New Biloxi 
(Miss.) Hospital. He was formerly 
administrator of King’s Daughters 
Hospital, Brookhaven, Miss. 


@ James fF. Haile has been ap- 
pointed manager of the Veterans 
Administration Center, Kecough- 
tan, Va. Elvan P. Whitaker succeeds 
Mr. Haile as manager of the VA 
Hospital, Minot, N. Dak. Mr. Whi- 
taker was formerly assistant man- 
ager of the VA Hospital, Denver. 
Mr. Haile succeeds Revben Cohen 
who has been appointed manager 
of the VA Hospital, Sunmount, 
N.Y. 


@ Norman D. Harding has been ap- 
pointed administrator of Marion 
(Ill.) Memorial Hospital. He was 
formerly administrative assistant 
of the hospital. Mr. Harding suc- 
ceeds Shirley M. Lindberg who is now 
coordinator of educational pro- 
grams at the Lilinois Hospital As- 
sociation. 


@ Morris London has been appointed 
research associate with the Hos- 
pital Council of Western Pennsyl- 
vania, Pittsburgh. He was for- 
merly administrative director at 
Jewish Hospital, Cincinnati. Mr. 


797 WASHINGTON ST. 
NEWTONVILLE 60, MASSACHUSETTS 


NEY ASSOCIATES INC. 


IN OPERATING ROOMS, OR CAPITAL FUND 
RAISING CAMPAIGN HEADQUARTERS, A TEAM 
OF SPECIALISTS GET MAXIMUM RESULTS 


Specialists in Successful Hospital Campaigns 


DECATUR 2-6020 


* Call Collect 


for over 30 years 


CONSULTATION 


ON Your FunNp-Ratsinc Pros_em 
WirHout OBLIGATION or EXPENSE 
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WHEN YOU 
STANDARDIZE 
ON THE 


STAFF CHIEFS 


base decisions on exact blood- 
pressure readings. 


DOCTORS and 
NURSES 


measure bloodpressure quickly 
and accurately—everywhere in 
the hospital. 


MAINTENANCE MEN 


find repairs minimized; re- 
placement of parts simplified. 


THE ADMINISTRATOR 


saves both time and money 
for the hospital. 


BLOODPRESSURE STANDARD 
THE WORLD OVER 


IT PAYS STANDARDIZE ON 
THE BAUMANOMETER® 


W.A. BAUM CO.., Ino. 


COPIAGUE, L.I., N.Y. 


Since 1916 Originator and Maker of 
Bloodpressure Apparatus Exclusively 
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London is a graduate of the Yale 
course in hospital administration. 


@ William J. Lyons has been ap- 
pointed manager of the VA Hos- 
pital, Rutland Heights, Mass. He 
was formerly assistant manager of 
the VA Hospital, Northport, N.Y. 


@ John B. McMillen has been ap- 
pointed assistant administrator of 
St. Mary’s Hospital, Enid, Okla. 
He was formerly business manager 
of the hospital. 


@ Ernest C. Nott Jr. has been ap- 
pointed administrative assistant of 
North Broward General Hospital, 
Ft. Lauderdale, Fla. He was for- 
merly director of personnel and 
public relations at Baptist Memorial 
Hospital, Jacksonville, Fla. Mr. 
Nott is a graduate of the Medical 
College of Virginia course in hos- 
pital administration. 


@ Robert A. Pauvisen has been ap- 
pointed administrator of Pioneer 
Memorial Hospital, Prineville, Ore. 
He was formerly assistant ad- 
ministrator and business manager 
of St. Elizabeth Hospital, Baker, 
Ore. 


@ Joseph P. Peters has been ap- 
pointed staff consultant of the 
Hospital Council of Greater New 
York. He was formerly adminis- 
trator of the Beekman-Downtown 
Hospital, New York City. Mr. 
Peters is a graduate of the Colum- 
bia University course in hospital 
administration. 


@ William M. Pierce has been ap- 
pointed assistant director and busi- 
ness manager of Jewish Hospital, 
Louisville, Ky. He was formerly 
executive director of the American 
Association of Hospital Account- 
ants, Chicago. 


@ Donald W. Pound has been ap- 
pointed director of Edward W. 
Sparrow Hospital, Lansing, Mich. 
He was formerly assistant director 
of the hospital. Mr. Pound is a 
graduate of the Northwestern Uni- 
versity course in hospital ad- 
ministration. 


@ Col. Ernest T. Sheen, a veteran of 
more than 30 years active service 
in the Army Medical Service 
Corps, has been appointed adminis- 
trator of the Pomona (Calif.) 
Valley Community Hospital. He is 
a graduate of the Medical College 
of Virginia course in hospital ad- 
ministration. 


@ Sister M. Jeanne, O.5S.F., has. been 
named administrator of St. Michael 
Hospital, Milwaukee. She succeeds 
Sister M. Jeanette, O.S.F. Sister M. 
Jeanne was formerly director of 
the St. Michael Hospital Clinic. 


@ Harold A. Stokes, M.D., has been 
appointed manager of the VA 
Hospital, Fort Meade, S. Dak. He 
was formerly director of profes- 
sional services at the hospital 
and succeeds Frederick J. Bradshaw, 
M.D., who has been transferred to 
the VA- Hospital, Tomah, Wis. 


@ J. G. Williams has been appointed 
administrator of Tift County Hos- 
pital, Tifton, Ga. He was formerly 
associated with the Public Health 
Service, Washington, D.C. Mr. Wil- 
liams succeeds E. H. Clarke who has 
been serving as temporary ad- 
ministrator. 


@ Richard A. Yarmain has been ap- 
pointed assistant director of New- 
port (R.I.) Hospital. 


@ Donald F. Zuercher has been ap- 
pointed admin- 
istrative as- 
sistant of the 
Chippewa 
County War 
Memorial Hos- 
pital, Sault Ste. 
Marie, Mich. 
He is a gradu- 
ate of the Uni- 
versity of Min- 
nesota and held 
the position of 
research associate, course in hos- 
pital administration, at the uni- 
versity. 


MR. ZUERCHER 


Deaths 


@ John W. Cronin, M.D., 52, assistant 
surgeon’ general of the Public 
Health Service and chief of the 
Bureau of Medical Services, died 
of a heart attack on March 27. 
He began his government career 


with PHS in 1932; from 1949 to. 


1956 he was chief of the Division 
of Hospital and Medical Facilities. 
In this position Dr. Cronin became 
known as one of the persons prin- 
cipally responsible for implement- 
ing the Hill-Burton program. 

He is survived by his widow, 
Virginia and their two children. 


@ Rep. George tong (D-La.), 
chairman of the Hospitals Sub- 
committee of the House Veterans 
Affairs Committee, died. He was 
a dentist, lawyer, manufacturer of 
patent medicines, brother of the 
late Huey Long, and uncle of Sen. 
Russell Long (D-La.). 
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House 


Sharply ae with Vear’s week-long 
debate, the House voted mas ipa $2.5 billion for 
the Department of Health, Edugation, and Welfare’s 
budget in the space of an afternoon. Included were 
$121.2 million for the Hill-Burton hospital program. 

The House appropriation bill now goes to the 
Senate with a good chance that the upper body may 
increase the Hill-Burton figure. 

Rep. John E. Fogarty (D-R.I1.), urging passage 
of his committee’s appropriation bill, cited figures 
that would support a request for $500 million a year 
for hospital construction under Hill-Burton. Explain- 
ing his committee’s $121.2 million recommendation, 
he said “there are some members of the committee 
who would prefer that additional funds were ap- 
propriated for this purpose, and there are members 
who would likely prefer that less were appropriated, 
but judging by the great number of communications 
received by the committee, there is little doubt that 
the revised estimate of $121.2 million more nearly 
conforms with the public opinion on this subject than 
did the original request of $75 million.” 

It is clear that Rep. Fogart¥ and the prompt House 
vote have set a floor of $21.2 million for Hill-Burton 
funds. The case for incfeased appropriations will be 
made before Sen. Lister Hill’s (D-Ala.) committee 
by the American Hospital Association next week. 
Sen. Hill’s appropriations committee began hearings 
on the HEW budget April 14. 

Other important features in the House-passed 
HEW appropriations bill include: 

FEDERAL PROGRAMS ON AGING—-The House appropri- 
ations committee cited the lack of progress made on 
aging problems by HEW and called for “greater 
recognition and emphasis . . . on the growing prob- 
lem of providing health care for the aged.” 

VOCATIONAL REHABILITATION——House voted $50.6 mil- 
lion, a $4.1 million increase over the amount appro- 
priated for fiscal 1958. 

PUBLIC HEALTH SERVICE HOSPITALS—-House voted $44.7 
million, an increase of $421,000 over the budget re- 
quest and an increase of $331,000 over the amount 
appropriated for fiscal 1958. The House report on 
Public Health Service hospitals expressed surprise 
that HEW “. . . paid so little attention to the need 
for renovation of these~hospi als.” 

INDIAN HEALTH ACTIVITIES—\House voted $40.2 million, 
the amount of the budget request and an increase of 
$125,000 over the amount appropriated for 1958. Also 
included was $3. 1 milli or construction of Indian 


ALttH—House voted $211.1 
Institutes of Health, the 
same amount voted for fiscal 1958. The House did 
not allow for an increase in overhead expenses. 
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MENTAL HEALTH ACTiViTIES—House increased funds 
for mental health programs by $2.7 million for a 
total of $40.3 million. Committee report on federal 
mental health programs was critical of progress to 
date. Committee stated thaf it has “. . . seen little 
evidence of the kind of bold thinking and action that 
will be necessary to meet personnel shortages. . .” 
for a successful long-range mental health program. 

PUBLIC ASSISTANCE GRANTS—House voted $35.8 mil- 
lion increase for public assistance grants. Total funds 
voted in this major HEW item were $1.8 billion. Even 
this amount, the House committee said, would be in- 
sufficient to make federal payments required under 
the basic law. The committee report stated that it is 
“almost certain Congress will be faced with a re- 
quest for additional funds.” 

VA APPROPRIATIONS—-House Appropriations Com- 
mittee cut the administration’s Veterans Adminis- 
tration budget request. It allotted $4,932,210,000 to 
the VA instead of the requstey $4,967,552,000. The 
House committee recommended, however, an addi- 
tional $8.3 million for inpatient care and $10 million 
for construction of VA hospitals. These budget in- 
creases were more than offset by reductions in funds 
requested for pensions and benefits. 

Benefits under the veteran’s program are fixed by 
law. Thus, the committee was merely scaling down 
the administration’s estimate of what the program 
would cost rather than achieving any actual savings. 
Congress will have to make up any shortages later. 


Hospital Loan Bills Introduced 


Many bills have been introduced by senators and 
representatives as antirecession public works pro~ 
grams. Most likely to pass is one introduced by Sen. 
J. W. Fulbright (D-Ark.) and cosponsored by seven 
Democratic and two Republican senators. 

House version of the Senate bill was introduced 
by Rep. Brent Spence (D-Ky.), chairman of the 
House Committee on Banking and Currency. 

Both the Spence and Fulbright bills direct the 
federal Community Facilities Administration to ex- 
pand their loan program to aid in the construction of 
public hospitals, rehabilitation and health centers, 
and other needed public works. 


Consider Hospital Repair Funds 


How best to use renovation and repair funds avail- 
able under Hill-Burton has become an item of major 
interest both in Congress and HEW. Public Health 
Service officials, on direction of Congressman Fo- 
garty’s appropriations committee, have prepared a 
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ee table (right showing state by state needs for addi- TABLE AS SUBMITTED TO CONGRESS i 
its tional funds to be used in hospital renovation. Estimated volume of modernization and major repair work, in a | 
aE. connection with hospital and medical facilities, which could be ; 
a Public Health Service hospital planners testified placed under\ contract by Dec. 31, 1958, if additional legislative a | 
authority and additional funds were provided’ 
that larger cities, where Hill-Burton bed needs have obtained & 
art been met, “suffer under our present policies in rela- state hospital construction agencies) 
tion to priority because the Hill-Burton program has — 
ota ‘edera! Total Fed 
been geared more to the rural areas and areas where Num- cost. share 
. ber of (thou- (thou ber of (thou. tho 
the relative bed need is greatest.’”’ They explained State projects sands) sands) 
that additional money under Hill-Burton for major — 
hospital renovation and repair might have an im- Total ....58T = 907.088 Now Hamp 
mediate impact on the recession if a change in the Alabama ... 7 945 Now Jersey 330 1.958 
Arizo 180 90 Sew co 
definition of construction under the basic Hill-Burton .. 32 699 466 || New York®. 40 15,000 5.000 
a California .. 40 4,896 1,631 North Caro 
act were made. Colorado lina? . 4 600 270 
The American Hospital Association wrote a letter 
to'Sen. Fulbright stating its position. The Associa- 
tion urged adoption of these specific amendments: ave Pennsylvania. 44 14.928 1976 
vee Rhode Island? 3 1 41 
(1) Limit hospital loans to renovation and moderni- ai 0 
pea zation of existing structures. : Indiana .... 73 10,000 4,900 Routh Dakota 
(2) Make nonprofit hospitals equally eligible with $500 | 
public hospitals for renovation and modernization 
loans. 12 1,620 810 Virginia? 6 1,600 
Marylan - Washington 58 2.786 915 
ee (3) Have state Hill-Burton agency certifications of need Mnstedhanette 3 450 180 || West Virginia 6 425 259 
Michigan ... 2,652 1,325 Wisconsin .. 9,760 1,617 
for nonprofit and public hospital loans which pro- Minnesota .. - — Wyoming 
Mississippi 
ne vide for additional new beds as part of the moderni- Missouri ... 14 5,150 2,575 | Guam . 
hee zation program. Nebraska .. 15 1,246 498 || Puerto Rico" 
(4) Reduce the interest rate on hospital loans to zero 
per cent plus the addition of one-quarter of one per 
cent for administrative costs. aan Public Service, Divi- 
es ‘ : 2 of Hospital an edica acilities, based on data obtained 
foe AHA wrote the Fulbright committee that it be- from mue-Werton state agencies which had data available con- 
% : ; cerning the need for the modernization and major repair of exist- 
oe lieves “. . . that a long-term low-interest loan pro- ing facilities; projections were made for the remaining states 
gram for renovation and modernization of public and the cake 
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private nonprofit. hospitals/ is desirable and will ef- 
fectively supplement the and Con- 
struction Act providing federal} grants for new con- 
struction.” 

Administration opposition t& the Fulbright bill has 
been expressed by the secretakyy of commerce and 
the secretary of the Treasury. White-the Federal Re- 
serve System has commented faVerably on some as- 
pects of the bill, it prefers a measure directly chan- 
neled to areas where there is the most unemployment. 
Both the American Municipal Association and the 
AFL-CIO testified in favor of the bill but urged 
strengthening of existing programs as the best and 
most immediate way to curb the recession. 

The American Municipal Association urged that 
$1 billion in federal grants be made for the Hill- 
Burton program for fiscal years 1959 and 1960. 


New Legislation Under Consideration 


@A bill introduced by Rep. Vincent J. Dellay 
(R-N.Y.), would provide for establishment of the 
Bureau of Older Persons in HEW and authorize 
federal grants to assist in the development and opera- 
tion of studies and projects to help older persons. 
This is one of seveval bills introduced that are identi- 
cal to one sponsored by Rep. Sidney Yates (D-II1.). 

@A bill introduced by Sen. Hill and nine other 
senators would provide federal aid to the states 
to evaluate rehabilitg@tign potentials and rehabilita- 
icapped individuals who may 
with the need for expensive 


tion services to ha 
be able to dispen 


sisted by 

@A bill uced by Rep. John McCormack 
(D-Mass.) would amend the public assistance pro- 
visions of the social security act so as to provide 
a more effective distribution of federal funds for 
medical and other remedial care. 

@ A bill introduced by Rep. Bernard Kearney (R- 
N.Y.) would provide outpatient treatment in the VA 
for nonservice-connected disabilities of certain vet- 
erans. 

@A bill introduced by Sen. Richard Neuberger 
(D-Ore.) appealed for the additional funds requested 
by the VA for fiscal 1958 for inpatient care. He said 
“it would be tragic if hospital wards are forced to 
be closed.”’ He also declared that it would be “equally 
tragic” if loyal professional personnel were laid off. 

MEDICAL CARE CONS RISE--The consumer price index 
for medical care ma 141.9 in February, another 
record high. The January figure was 141.7, the Bureau 
of Labor Statistics reported. 

Throughout 1957 the cost of medical care averaged 
138. Prices in 1947-49 represent the base of 100. 
The bureau reported that medical care costs were 
second only to transportation as the highest rising 
category in the index for -1957. Highest item in the 
rise of medical care costs was hospitalization for 
inpatient care, according to the bureau. 


Deaths—Rep. George S. Long (D-La.) and Dr. John 
W. Cronin, both prominent in the hospital field, died 
recently. Details p. 124. 
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Financial 
protection 


through dollar 


collection 


Although most large 
businesses carry in- 


surance to cover bad 
debts, it is not so with 
many hospitals. Yet the hospital industry repre- 
sents the largest granter of credit in the nation! The 
financial health of hospital budgets 1s seriously 
impaired by reams of unpaid bills. Charity and bad 
debt accounts can withstand only a limited amount 
of debits. Operating capital must come from other 
sources. 


A qualified collection service helps hospital ad- 
ministrators to balance income and expenses— 
provides financial protection at no additional cost. 
Losses can be offset through the services of a de- 
pendable, ethical ACA collector—services that 
cost nothing unless bills are collected. 


There are ACA offices serving 6,000 communities 
in all 48 states, Canada, Alaska and Hawaii. For 
full information write this office—or look for the 
name of your ACA member collection agency in 
your telephone directory. 


“A Nationwide Association of 
Ethical Collection Agencies” 


AMERICAN 
COLLECTORS 


ASSOCIATION inc. 


5011 Ewing Avenue S., Minneapolis 10, Minn. 
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a Demonstrated at the Convention of the | 
oa American College of Surgeons 


ae 
A, 


without any sign of wear 


awe 7. 


Surgeons from all over the United States stopped 
to watch a pair of Wexteel Surgical Scissors make 
63 cuts of gum-backed paper tape a minute. This 


“a went on hour after hour, day after day — 
aa further evidence that 


WEXTEEL SURGICAL SCISSORS ARE THE FINEST MADE — ANYWHERE! 


® edges are the keenest, hardest, longest-wearing maximum structural strength and perfect 

Bie , © edges are not inserts but an integral part juxtaposition of blade edges 

+m of the blades ® the fulcrum — screw, screw head, counterbored 

1G @ the entire scissors are precision heat-treated to hole, etc—have the same super-hardness as the 

: a super-hardness and then tempered to impart rest of the scissors—practically eliminating wear 
aaa For trouble-proof, lifetime service insist on Wexteel Surgical Scissors—the finest 


made anywhere. Edward Weck & Co., Inc., 185 Johnson St., Brooklyn 1, N. Y. 


YEARS OF KNOWING HOW 


Manufacturers of Surgical Instruments +. Hospital Supplies + Instrument Repairing 
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‘URBAN SPRAWL’ EXAMINED— 


How City Population Shifts Affect Hospitals 


How hospital care is being affected by migration from densely popu- 
lated urban areas was examined in detail at the National Health Forum 


in Philadelphia March 18-20. 


There was a plea for more planning to avoid duplication of hospital 
facilities and to provide, by planning, the highest quality care with mini- 


mum expenditure. How to meet 
the demand of a suburban popu- 
lation for héalth facilities provid- 
ing comprehensive services with- 
in a 20-minute driving range, and 
yet avoid duplication of expensive 
facilities, was raised as a major 
problem. 

Dr. John J. Bourke, 
director of the New Y 
Joint Hospital Survey, 
failure to achieve a pr« 
ning procedure in 
urban sprawl] situation a 
sult in one or more of th 


lowing: 

Extensive duplication ot\ 
pital and related facilities inNthe 
outlying areas while adequate fa+ 
cilities are still available within 
the city and readily accessible to 
the suburban areas; the unde- 
sirable development of too many 
small hospitals. 

@® The establishment of many 
small proprietary hospitals oper- 
ated by groups of doctors who can- 
not obtain hospital bed accommo- 
dations for their patients. 

® The development of many in- 
dependent clinics and related 
medical and health facilities which 
are isolated geographically and 
functionally from the group com- 
munity hospitals. 

® The establishment of new or 
expanded hospital facilities at too 
slow or too fast a pace in relation 
to patient demand and need or 
public acceptance of financing re- 
sponsibilities. 

@ Incomplete public health and 
preventive medical services. 

® Inadequate medical staffing 
patterns in: hospitals. 


MAINTAIN STANDARDS 


_ Dr. Herbert T. Wagner, medical 
consultant, "Netfio dation 


hospitals developed to meet \sub- 
urban needs, 


Dr. Wagner said that stanfiard. | 
ization had been developed bDy/AATie 


professionals and remained in pro- 
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fessional hands. He urged that 
emphasis be placed further on 
education of the public and the 
professionals on the values of ac- 
creditation conducted by the pro- 
fessionals. He urged a greater ap- 
plication of the services of the 
Joint Commission on Accreditation 
of Hospitals. Dr. Wagner said the 
joint commission should develop 
standards for hospital related serv- 
ices such as nursing homes and 
homesteads. 

Only through such a professional 
body, Dr. Wagner said, can the 
standards of care in the hospital- 
related services be maintained. He 
insisted that the joint commission 
had done an exceptionally good 
job and was the foundation on 
which accreditation for such re- 
lated services should be built. 

Lucile Petry Leone, chief nurse 
officer, Public Health Service, told 


the forum that the suburban hos- 
pitals had, from the standpoint of 
nursing staffing, some advantages 
over the urban hospitals. She said 
that the turnover of nurses in sub- 
urban hospitals was sometimes less 
than in urban centers, 


URBAN HOSPITALS AFFECTED 


Throughout the forum there was 
agreement that the migration of 
the American population had 
created problems not only for the 
suburban hospital but for the urban 
hospital. Dr. Hayden C. Nicholson, 
executive director, Hospital Coun- 
cil of Greater New York, said that 
the shift of the population. had 
taken from the urban core may 
of the middle and higher economic 
groups. 

This left the urban core hospital 
with a lower economic group and 
this, Dr, Nicholson suggested, 
created a real problem in medical 
education and medical care. He 
said that in his opinion the best 
hospital was the hospital which 
cared for all strata of society. He 
further suggested that neither in 
suburban hospitals nor in urban 
hospitals at the center of muniqjpal 
migration are all strata being ee 
care. 


35TH NEW ENGLAND REGIONAL MEETING— 


Cardiac Service Studied in 160-Bed Hospital 


A case history of how a hospital of less than 200 beds offered intricate 
cardiac diagnostic and surgical services was given at the 35th annual 
meeting of the New England Hospital Assembly in Boston, March 24-26. 

Dr. Nathan J. Kiven, chief.of the cardio-pulmonary laboratory service 
of the 160-bed Miriam Hospital in Providence, R.I., described how an 


initial investment of $2000 in com- 
bination with medical staff deter- 
mination have brought such pro- 
cedures as cardiac catheterization, 
angiography and direct vision car- 
diac surgery using hypothermic 
anesthesia, to a smaller community 
hospital. 

Dr. Kiven said that it was pos- 
sible to provide such services in 
the smal!er l:ospital and thus avoid 
sending ‘':ie patient to the large 
university ‘caching hospital. 

Dr. James A. Bougas, clinical 
associate of the Overholt Clinic, 
Boston, said that when transfer of 
the patient to the large city uni- 
versity hospiiai- could properly be 
avoided this was in the best in- 
terest of the patient. Dr. Kiven 
concurred with Dr. 


Bougas, ex- 


plaining that the poorer risk pa- 
tients were sent to the university 
hospital. 

The cardio-pulmonary labora- 
tory was established at the Miriam 
Hospital three years ago with an 
outlay of $2000; Dr. I. Herbert 
Scheffer, executive director, said 
that the total expenditure for 
equipment since that time was 
$10,000. 

The experiment in the progres- 
Sive patient care now underway at 
the 163-bed Manchester (Conn.) 
Memorial Hospital was described 
by Edward J. Thoms, administra- 
tor. And Dr. Harvey P. Lesselbaum, 
director of radiology at the Miriam 
Hospital, said that radioactive iso- 
tope service was a diagnostic tool 
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| for Infantile Paralysis, dalled fa) 
maintenance of standards ih thosen 


OFFICERS were elected at the New England Hospital Assembly's recent meeting. They are: 
{1 to ri: assembly exhibit manager, Dr. Reo J. Marcotte, director, Mt. Auburn Hospital, 


Cambridge, Mass.; treasurer, Lois A. Bliss, 


R.N., administrator, Franklin (N.H.) Hospital; 


president, Francis C. Houghton, administrator, Rutland (Vt.) Hospital; president-elect, 
Dr. Philip D. Bonnet, administrator, Massachusetts Memorial Hospitals, Boston, and 
secretary, Wesley D. Sprague, associate director, New England Deaconess Hospital, Boston. 


that was within the abilities of the 
smaller hospital to utilize. 


UAW VIEWS INSURANCE 


At a session on trends in health 
care, James Brindle, director, So- 
cial Security Department, United 
Automobile Workers, Detroit, said 
that voluntary prepayment could 
make government health coverage 
unnecessary. He said that labor 
still had serious reservations about 
some of the voluntary health in- 
Surance programs but that labor 
was “doing everything possible to 
make the voluntary schemes work.” 

Labor recognizes the high cost 
of hospital care but wants this 
cost kept down to the lowest level 
consistent with high quality care, 
Mr. Brindle said, adding “we seri- 
ously doubt that there is absolutely 
no way by which hospitals and 
medical practice can be made more 
efficient, by which improper hos- 
pitalization can be avoided, or by 
which outpatient benefits can be 
substituted for expensive inpatient 
care.” 

Mr. Brindle looked askance at 
the long range value of so-called 
major medical insurance. He said 
that this type of insurance had a 
complete lack of control and “in 
the not too long run, major medical 
will defeat itself through built-in 
inadequacies and wildly inflated 
costs.” 

Dr. Warren F. Draper, executive 
medical officer, United Mine 
Workers of America Welfare and 
Retirement Fund, told the New 
England Assembly that the UMW 
fund had to institute its own con- 
trols over the quality of care be- 
cause of the failure of organized 
medicine to do so. Dr. Draper said 
that hospital utilization and costs 
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for fund beneficiaries was higher 
than the average for the country 
and that steps had to be taken to 
provide for hospital utilization. 

He described the conflict which 
the fund is having with organized 
medical groups and said that the 
fund had been forced to limit “its 
payments to physicians and hos- 
pitals whose services are necessary 
and essential in providing the hos- 
pital and medical care benefits 
which it has authorized.”’ This pro- 
vision has been in effect for four 
months, Dr. Draper said, and had 
already resulted in a 16 per cent 
decrease in the hospital admission 
rate, a decrease of 17 per cent in 
days of hospital care, a decrease of 
13 per cent in total expenditure for 
medical care, and a decrease of 12 
per cent in the cost of medical care 
per beneficiary. 

The fund had concluded, he said, 
that every physician duly licensed 
by the state is not competent to 
perform any service that any pa- 
tient may require, even if he claims 
to be. 


ROLES EXCHANGED 


In a session designed for trustees, 
a trustee, an administrator, a nurse, 
and a chief of medical staff ex- 
changed their roles. 

The nurse, Phyllis E. Caswell, 
nurse consultant, Bingham Asso- 
ciliates, Boston, said that if she were 
a hospital administrator she would 
be more concerned with the atti- 
tude of nursing towards hospital 
administration than she thinks it 
is at the moment. 

Robert Wilder, president, War- 
ren (Pa.) General Hospital; took a 
tighter view of the hospital ad- 
ministrator. He called the job of 
the administrator the “most im- 


portant single job in the hospital,” 


describing him as the hub of a 
multi-spoked wheel. The nature of 
the job, Mr. Wilder said, often made 
the administrator a lonely man at 
the head of an organization but he 
urged that he not become isolated 
from the hospital. 

Richard D. Vanderwarker, vice 
president and general manager, 
Memorial Center for Cancer and 
Allied Diseases, New York City, 
gave his ideas of what he would 


. try to be were he a member of the 


medical staff. He said that he hoped 
he would concern himself with the 
public relations of the hospital, 
supporting the hospital and not 
criticizing it. He said that he would 
try to be an “effective and sympa- 
thetic leader of personnel, not 
bawling them out and recognizing 
that they are there not just to 
serve the medical staff but to 
serve the patient.”’ He said that 
“the medical staff should help the 
hospital husband resources, 
both material and personnel.” 


DOCTOR'S TURN 


Dr. Francis Moore, surgeon-in- 
chief, Peter Bent Brigham Hospi- 
tal, Boston, said that if he were a 
hospital trustee he would try to 
recognize the importance and the 
cost of teaching in relationship to 
medical -care. Advance in medical 
care is expensive, Dr. Moore said, 
but it is essential. 

The panel agreed that doctors 
should not be members of the board 
of trustees. Mr. Wilder said that 
“more is to be gained by other 
techniques, such as the joint con- 
ference committee, than by direct 
representation on the board.” Dr. 
Moore said flatly that he did not 
think the active staff should be on 
the board of trustees. 

However, in another session, Dr. 
James P. Dixon, commissioner of 
health, Philadelphia, urged hospi- 
tals to reconsider the position of 
not having physicians on boards of 
trustees, Dr. Dixon said “it seems 
unlikely that [hospitals] can plan 
medical care without having pro- 
fessional men on their planning 
boards.”’ He urged hospitals to play 
a much larger role in the health 
affairs of their community than 
they do now. 

Tol Terrell, administrator of 
Shannon West Texas Memorial 
Hospital, San Angelo, Tex., and 
president of the American Hospital 
Association, was guest of honor at 
the assembly’s president’s lunch- 
eon. Mr. Terrell described the or- 
ganization and activities of the 
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American Hospital Association. 
Dr, Philip D. Bonnet, adminis- 
trator, Massachusetts Memorial 
Hospitals, Boston, was named 
president-elect of the New Eng- 
land Hospital Assembly. Francis C. 
Houghton, administrator, Rutland 
(Vt.) Hospital, took over as presi- 
dent of the assembly from William 


S. Brines, director, Newton- 
Wellesley Hospital, Newton Lower 
Falls, Mass. Lois A. Bliss, R.N., ad- 
ministrator, Franklin (N.H.) Hos- 
pital, was re-elected treasurer and 
Wesley D. Sprague, associate di- 


rector, New England Deaconess 
Hospital, Boston, was re-elected 
secretary. 


‘CHAPLAIN RECOGNIZES NEED’— 


Get Patients’ Views, Mid-West Group Urged 


One authority on hospital care who is often overlooked is the patient, 
Chaplain Donald C. Houts told the opening general session of the 1958 
Mid-West Hospital Association convention. 

The three-day meeting held in Kansas City, Mo., March 24-26, at- 
tracted a record attendance of more than 2900 persons. 


If there’s one thing a patient 
knows, it’s what it’s like to be in 
a hospital, Mr. Houts said. There- 
fore “the patient has things to 


JAMES G. CARR Jr. (left) was installed as 
president of the Mid-West Hospital Associ- 
ation at the association's annual conven- 
tion in Kansas City, Mo., March 24-26. Her- 
bert A. Anderson was named president-elect. 


patient care but it is often not 
communicated because “patients 
are slow to share the insights which 


often feel that passive toleration 
of ancient tradition is superior to; 


aggravation.” 
One way of bringing the -ph- 
tient’s problems and suggestions 


to the administrator is thro the 
hospital chaplain, Mr. Hows said. 
“The chaplain,” he said, is in a 
“crucial position to recognize in- 
dividual needs and problems of 
patients.’’ 

Dr. Edwin L. Crosby, speaking 
at the afternoon general session, 
told the group that the adminis- 
trator who can talk to businessmen 
in their own language has a valu- 


only they can make, because tian / 
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able asset, an asset that is highly 
valued by many hospital boards. 

Dr. Crosby, director of the Ameri- 
can Hospital Association, said that 
in applying for a job, the prospec- 
tive administrator would do well to 
clarify the following four points: 

(1) The board’s interpretation of 
level of performance of the admin- 
istrator. 

(2) The harmony or dissonance 
present among’ board members. 

(3) The board’s understanding of 
physicians and their problems and 
the board’s understanding of com- 
munity needs. 

(4) The board’s understanding of 
its responsibility for fund-raising. 


NOT WORDS ALONE 


It’s not only what is said, it’s the 
words used in saying it that pro- 
vide insight into an administrator's 
ability, said Ray E. Brown, speak- 
ing at a general session. Mr. Brown, 
superintendent of the University of 
Chicago Clinics, said that vocabu- 
lary is an important measure of an 
administrator’s ability to under- 
stand the thinking of others. 

He added this advice in the area 
of conducting meetings: It helps to 
discuss areas of agreement and 
build up to areas of disagreement, 
rather than place the most con- 
troversial subjects first on an 
agenda. “Only a heel,” he said, 
“will say no to everything.” 

Depth in financial knowledge is 
of valuable assistance in solving 
many of the problems facing the 
hospital administrator, Elton Te- 
Kolste said, at a session examin- 
ing financial management in ad- 
ministration, “‘Such depth in 
industry,” said Mr. TeKolste, “is 
reflected in a person properly 
trained in accounting finance and 
economics.” Hospitals, he said, 
need the same type of person to 


assist in solving the “intricate fi- 
nancial problems of hospitals.” Mr. 
TeKolste is a staff representative 
of the American Hospital Associa- 
tion. 

ADMINISTRATION'S GOAL 


“The goal of administration is 
the development of people, not the 
direction of things,” said W. L. 
Christopher. Mr. Christopher, di- 
rector of hospital personnel serv- 
ices of the Catholic Hospital 
Association, spoke at the second- 
day’s morning general session. 

He said that a study of 139 Catho- 
lic hospitals in this country indi- 
cated an average turnover of 5.3 
per cent of employees per month. 
A payroll roughly equivalent to a 
13 or 14 month year ‘is needed to 
support this turnover, he said. This 
expense and the increasing ratio of 
personnel to patients point up the 
need for centralizing the personnel 
function much as “we have cen- 
tralized financial management for 
purposes of efficiency.” 

A plea for more experimenta- 
tion in hospital care concepts, was 
made by Dr. John D. Porterfield, 
Public Health Service deputy sur- 
geon general, speaking at the an- 
nual convention banquet. “The 
hospital administrator is eager to 
try out new methods of care and 
service,” he said. “Yet with all this 
unused knowledge, with all our 
awareness of the value of this 
knowledge to health and the gen- 
eral welfare, we don’t seem to 
make much progress.” He said that 
some hospitals are “taking up new 
ideas and experimenting, but not 
very many, not enough.” 

The detail man is, and should 
be, a welcome person in the hos- 
pital, Ray Amberg said at a sec- 
tional meeting devoted to hospital 
pharmacy. “But, in addition to de- 
tailing the physician, he should 
also detail the pharmacist,” Mr. 
Amberg said. “If the pharmacist 
so wishes, he should be able to 
bring the detail man to pharmacy 
committee meetings.” Mr. Amberg 
is director of the University of 
Minnesota Hospitals, Minneapolis, 
and president-elect of the Ameri- 
can Hospital Association. 


New officers of the Mid-West 
Hospital Association are: presi- 


dent, James G. Carr Jr.. adminis- 
trator, Memorial Hospital of Na- 


trona County, Casper, Wryo.; 
president-elect, Herbert A. An- 
derson, administrator: Lincoln 


(Nebr.) General Hospital; treas- 


urer, Carlos J. R. Smith, ad- 
ministrator, Helena (Ark.) Hos- 
pital. 
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RECRUITMENT EMPHASIZED— 


Careers Again Theme of Hospital Week 


“Careers That Count” again this year is the theme of National Hospital 


Week. 


Activities during National Hospital Week, May 11-17, will be aimed 
at emphasizing the continuing importance of health career recruitment 
and community education about health careers. 


American Hospital Association 


materials designed to aid hospitals — 


in planning and carrying out Na- 
tional Hospital Week programs in 
their communities were mailed to 
member hospitals early this month. 

The materials, designed to sup- 
plement career recruitment pro- 
grams established last year or to 
aid in the formation of new pro- 
grams, include: 

A reprint from the Congressional 
Record of a statement on National 
Hospital Week by Sen. Lister Hill 
(D-Ala.). Additional copies of the 
reprint are available without 
charge’ from the Association. 


information on a new booklet, O/f 
Apples and Oranges and Hospitals 
and Hotels. The booklet, just 
printed by the Association, is a 
reprint of a United Feature Syndi- 
cate article in which Lucy Freeman 
tells why hospitals and hotels 
cannot be compared in terms of 
rates. 

A sample speech concerning hospi- 
tal careers, designed to be given by 
the administrator or auxiliary 
representative. 

1958 National Hospital Week 
poster information. 

A sample skit about hospital ca- 


hospital 
careers 
are 


may 11-17, 1958 


mational 
hospital 


POSTER designed to fit with National Hospital Week (May 11-17) theme: “‘Careers That Count." 
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reers designed for presentation in 
school assemblies or on radio or 
television. 

information on film trailers for 
hospital week. The trailer pro- 
duced in 1957 has been revised to 
give it a new undated ending for 
use during hospital week this year 
and in subsequent years. The 60- 
second trailer, “Careers That 
Count,” is available in 16mm for 
television showing or 35mm for 
theater showing. 

Sample news releases, resolutions, 
radio and television spots, and 
programing and publicity sugges- 
tions. 

A set of sample questions for use 
by the administrator in a radio, 
television, or newspaper interview. 

A list of Association publications for 
possible use by hospitals during 
National Hospital Week. 

A list of national organizations rep- 
resenting various categories of 
health personnel from whom ad- 
ditional career details may be 
obtained. 

A suggested schedule of program 
activities for National Hospital 
Week. 

A list of films on health coreers, 
auxiliary activities, and com- 
munity relations for possible use 
during National Hospital Week. 


New Jersey Association 
Analyzes Hospital Expenses 


Professional departments  ac- 
counted for 56.6 per cent of the 
expenses of 92 general short-term 
hospitals in New Jersey in 1956, 
a study by the New Jersey Hospi- 
tal Association shows. 

This was the tabulation on per- 
centage of expenses from ~1954 
through 1956, the association re- 
ported: 

Profes- 
Service sional 
Depart- Depart- Other 
Year ments ments Expenses Total 


1954 42.0 55.8 2.2 100 
1955 41.2 56.0 2.8 100 
1956 41.0 56.6 2.4 100 


Another, tabulation, the associa- 
tion reported, shows that in 1954 
salaries and wages of these 92 
hospitals represented 65.3 per cent 
of their total expenses; in 1955 
the figure was 65.4 per cent and 
in 1956, 66.1 per cent. 

These were «direct payroll ex- 
penses and did not include hos- 
pitals’ share of social security 
taxes, hospitalization, group life 
insurance, value of meals or laun- 
dry service, medical care or other 
fringe or indirect benefits, the as- 
sociation stated. 
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Yes... the of 


himself. And rightly so! It’s not every day you 
get to make a statement like that. Especially 
to new board members! 

They’re impressed all right. They know the 
value of nursing time. And, like the adminis- 
trator, they know it shouldn’t be wasted push- 
ing pencils. But how else can a nurse initiate 
her requests: for service ... how else can she 
create the facts and figures so necessary to 
sound administration? 

This administrator found the answer in 
McBee Keysort punched-card controls! Today, 
Keysort Requisition-Charge Tickets furnish 
him with fast, accurate, complete analysis of 
income and service-department output... 


nurses can't get lost. in paper-work bed 


reduce the burden at nursing stations toa 
minimum through less writing, fewer forms, 
increased accuracy. Using the new, designed- 
for-hospitals Keysort Data Punch, nurses now 
imprint and code-punch pertinent information 
in one operation ... prepare requisition, work- 
order record, service-department copy and 
Keysort charge ticket at the same time. 

Keysort Requisition-Charge Tickets not only 
simplify and reduce your nurses’ paper-work 
.. . they are easy to handle in the service 
departments, ensure promptness and accuracy 
in posting charges. Here is the modern way to 
better patient care. The nearby McBee man can 
show you how it’s done. Why not phone him, 
or write us? 


VCBEE KEYSORT. 


BETTER PATIENT CARE THROUGH ADMINISTRATIVE CONTROLS 
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Inter-Association Committee on Health 


MEMBERS of the Inter-Association Committee on Health met Feb. 28- 
March 1 in Chicago for their semiannual meeting. Representatives 
attending were (| to r seated): Tol Terrell, president, American Hos- 
pital Association; Agnes Ohlson, president, American Nurses Asso- 
ciation; Harry O. Page, member, American Public Welfare Associa- 
tion Medical Care Committee; Anna Fillmore, general director, 
National League for Nursing; Pearl Bierman, medical care con- 
sultant, APWA; Dr. Leona Baumgartner, president-elect, American 
Public Health Association; George Bugbee, president, Health Informa- 


tion Foundation; Dr. Harold Hillenbrand, secretary, American Dental 
Association. (Standing) Dr. Kenneth A. Easlick, consultant to the 
Council on Dental Health, ADA; Dr. John W. Knutson, past-president, 
APHA; Dr. John D. Porterfield, chairman of the executive board, 
APHA; Dr. Edwin lL. Crosby, director, AHA; Dr. Herbert Notkin, 
chairman, APWA Medical Care Committee; Dr. Alan Treloar, director 
of research, AHA; Dr. Berwyn F. Mattison, executive secretary, 
APHA; Ray Amberg, president-elect, AHA; Dr. F. J. L. Blasingame, 
general manoger, American Medical Association; Judith Whitaker, 
deputy executive secretary, ANA; Ella Best, executive secretary, 
ANA; Dr. Percy C. Phillips, president-elect, ADA; Dr. George M. 
Fister, trustee, AMA; Dr. E. B. Howard, assistant general manager, 
AMA; Major Gen. Dan C. Ogle, surgeon general of the Air Force, 
and Maurice Norby, deputy director, American Hospital Association. 


NEW XAVIER, CORNELL COURSES— 


Eligibility for Columbia Course Changed 


Announcements of new and expanded courses for hospital administra- 
tors have been made by Columbia University, Xavier University, and 


Cornell University. 


At Columbia, the basic hospital administration correspondence course, 
formerly restricted to New England and middle Atlantic states hospital 


students enrolled in the Columbia 
program. 

Throughout the year each par- 
ticipant will complete and review, 
with the aid of a preceptor, 11 
monthly home-study assignments. 
A final two-week on-campus ses- 
sion in June 1959 will conclude the 
year’s work. 

Course faculty will include 


executives, has been made avail- 


members of the school’s faculty 


able to administrators of small and 
medium size hospitals throughout 
the United States. 

The first on-campus session of 
the 1958-59 class, conducted by the 
Program of Continuation Educa- 


tion of the School of Public Health 
and Administrative Medicine, will 
meet from May 26 through June 6. 
This session will begin a full year 
of intensive study in hospital or- 
ganization and management for the 


AUSTIN J. EVANS 
Administrator 
Hadley Memorial Hospital 
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KANSAS LOUISIANA 


FREEMAN E. MAY 
Administrator 
Baptist Hospital 

Hays Alexandria 


State Association Presidents 


MINNESOTA 


DR. B. W. MANDELSTAM 
Administrator 
Mt. Sinai Hospital 
Minneapolis 


and New York area hospital execu- 
tives, the university stated. 

Enrollment is open to adminis- 
trators or chief executives of hos- 
pitals of approximately 100 beds 
or less. Although no college credit 
is required for admission, a high 
school education is essential, it 
was stated by the university. Ad- 
ministrators holding advanced de- 
grees in hospital administration 
are not eligible. 

Academic credit is not granted 
for work under the Program of 
Continuation Education. 

Tuition for the year of study 
is $200, not including textbooks, 
which students are required to 
provide for themselves. 

All on-campus sessions are held 
at the Columbia  University- 
Presbyterian Medical Center, New 
York City. Housing facilities are 
available at reasonable rates in 
nearby hotels, the university 
stated. | 

Further information may be 
secured by writing to: Program 
of Continuation Education, School 
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Contents 


How to establish your radioactive isotope program 
Evaluation of thyroid function using radioiodine 
Studies of kidney function with radioactive diodrast 


Estimation of cardiac output with radioiodinated 


Evaluation of liver function with radioactive rose bengal 


Biood and plasma volume measurements using 
radioiodinated serum albumin 


Measurement of red cell mass with radiochromium 
Diagnosis of pernicious anemia with radiocobalt Vitamin Bi; 


Fat digestion and absorption with radioiodine 


Scanning body areas for radioisotope concentrations .. . 


Published and copyrighted 1968 by Nuclear Chicago Corporation 
2253 Erie Street, Chicago 10. 


We will be happy to send you this new 
brochure outlining typical procedures and 
instrumentation required for the most 


NUCLEAR-CHICAGO CORPORATION 
265 W. Erie St., Chicage 10, Illinois 


important clinical radioisotope studies. Just 
mail the coupon. No obligation, of course. 


- chicago 


© WEST ERIE STREET CRYCAGO 18, 1LLINONS 
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Please mail me a copy of “Diagnostic Applications of 
Radioactive Isotopes.” 


(Nome) 


(Address) 


(City) (Zone) (State) 
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( 
send for this information on use of radioisotopes 


4 


of Public Health and Administra- 
tive Medicine, 600 West 168th St., 
New York City 32. 


XAVIER HAS NEW PROGRAMS 


Xavier University, Cincinnati, 
has announced the establishment of 
two programs in hospital adminis- 
tration. 

The first course of study is a 
15-hour certificate program con- 
sisting of five workshops. Training 
is to be in personnel administra- 
tion, financial management, in- 
surance, legal aspects of ad- 
ministration purchasing, credits 
and collection, public relations, 


fund-raising, social problems, and 
food service and maintenance. 

Workshop program planning is 
aimed at hospital personnel who 
desire college credit, but who have 
not completed their baccalaureate 
requirements. 

Xavier’s other course is designed 
for persons who wish to take a 
master’s degree in business ad- 
ministration with a concentration 
in hospital administration. This 
program includes 15 hours in hos- 
pital administration and a mini- 
mum of 15 hours in four core 
courses in business administra- 
tion. 


Reliance 


Calibrated bar indicates tilt, up to 30 
degrees. 


Gyno leg supports and shoulder 
braces furnished unless 


otherwise specified. 


Conductive tires... 
4 wheel brakes... 
upholstered in supported 
Vinyl! or conductive cover. 


Shown in 
Reclined Position 


See this equipment at your 
Authorized Dealer's showroom, F. & F. 
or write for brochure. 


THE CHOICE OF 
PROGRESSIVE HOSPITALS 
AND CLINICS 


No. 39 GC/SB EXAMINING 
AND X-RAY TREATMENT TABLE 


The ideal carriage for examination, treatment and emergency work. 
Hydraulic lift raises from 294%" low to 404%," high. 


OTHER MODELS ALSO AVAILABLE 


No. 580 EENT CHAIR 


ideal for Clinical and Ovut-Patient 
Departments. Can be used for 
EENT, tonsillectomy, emergency limb 
work, etc. 

Maintenance-free foot operated lift 
raises chair from 26 to 37 inches. 
May be fully or partially reclined 
instantly (see sketch). 

Available in choice of color com- 
binations of genuine leather and 
enamel base finish. 


Manufacturers since 1898 


Dept. H-4, Western Ave. at Naeher St. 
Cincinnati 14, Ohio 
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At the present time, the uni- 
versity stated, it does not intend 
to offer a master’s degree in hos- 
pital administration. 

The programs will be initiated 
in August and will continue as an 
integral part of the university’s 
program. 


CORNELL'S DEVELOPMENT PROGRAM 


Cornell University’s first Hos- 
pital Administrators Development 
Program will be held in Ithaca, 
N.Y., from July 7 to Aug. 15. 

The new seminar series, con- 
ducted by the Sloan Institute of 
Hospital Administration, Cornell 
University Graduate School of 
Business and Public Administra- 
tion, is open to a limited number 
of hospital administrators and re- 
lated executives on a fellowship 
basis under an Alfred P. Sloan 
Foundation grant. 

Three broad areas will be cov- 
ered in the seminars: 

@ Medical Care—Dr. Milton I. 
Roemer, associate professor of hos- 
pital administration and Sloan 
Institute director of research, will 
lead an exploration of develop- 
ments in organized medical care in 
this country and abroad. This will 
include a study of government 
programs, nonprofit and consumer 
movements, and special programs 
designed to meet the needs of com- 
prehensive health care and pay- 
ment for health services. 

Administration Rodney F. White, 
assistant professor of administra- 
tion, will head the seminar on ad- 
ministration. 

@ Hospital interpersonal Relationships 
— Frederic C. LeRocker, director 
of the Sloan Institute and professor 
of hospital administration, will 
lead a discussion dealing with 
trends in medical staff relation- 
ships, ethics and patterns of 
practice, current problems in 
trusteeship and nursing, and trade 
unionism in the hospital. 


Need for More Hospitals 
Seen in Baltimore Study 


In a study of the general hos- 
pital facilities of the Baltimore 
area, the Hospital Council Inc. 
found that “many general hospi- 
tal facilities of the city are old, 
structurally obsolete, and should 
be replaced; others require exten- 
sive modernization. . . Cost of 
putting the present bed comple- 
ment into first-class condition— 
both modernization and replace- 
ment of units—is estimated at $55 
million to $60 million.” 

The council estimated that an 
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How 


hould 


kitchen last? 


A quarter-century or more—conservatively speaking—when it’s built by Blickman! 
More than any other single factor, fine construction is the hallmark of quality equipment. 
Construction craftsmanship, based on exacting Blickman standards, is the difference 
between longevity and premature old age. Designed for efficient work flow, fewer operat- 
ing personnel, low maintenance costs...these additional qualities built into Blickman 
equipment pay for themselves many times over in many decades of dependable service. 
From the start, Blickman calls on advanced, specialized engineering...unequalled metal- 
fabricating talent...the most-motlérn tools (acres of tools!)...and three-quarters of a 


century of wide-ranging experiefice. 


Working with architect, engineer, and management 
from the very first stages of your volume feeding project, 
Blickman is able to bring to your planning team an acknow!l- 
edged engineering and fabrication leadership won in instal- 
lations throughout the country. 

For example, when the kitchen was planned for Rhode 
Island Hospital, Blickman worked from the first with the 
building team to develop a high-efficiency, automation-type 
layout. Here you see how assembly-line tray production is 
set up to move complete meals direct to patient floors with a 
minimum of operating personnel and with maximum work- 
flow efficiency. 


> 


SEE US AT: National Restaurant Association Convention 


Catholic Hospital Association, 


Look for this symbol of quality... 
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Noy Pier, Chicago, Ill, Booth + 8-64, B-68, May 5-9, 1958 
eveland, Ohio, 23-26, 1958 
BLICKMAN 


The finest metal workers in the business today fabricate 
the famous Blickman full-rounded corners, perfect fits, 
literally invisible welds. From first cutting of sheet, to final 
polishing of complex shapes, these men preserve the unique 
advantages of stainless steel. 

For example, the application of Blickman’s unique, seam- 
less-welding technique to work tables and sinks at Temple 
University Medical Center assures years of rugged opera- 
tion... high sanitation... low-cost maintenance. Note one- 
piece, crevice-free surfaces and seamless joints. 

For full information, write S. Blickman, Inc., 3804 Greg- 
ory Avenue, Weehawken, New Jersey. 


FOOD SERVICE EQUIPMENT 


\ 
Blickman-Buil 
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additional 1000 to 1200 beds will 
be needed during the next seven 
years because of population growth 
in the area. 

The new beds, plus the recom- 
mended modernization of existing 
facilities, add up to an estimated 
$85 million to $90 million in capital 
requirements by 1965. 

“While Baltimore does not have 
a severe ‘small hospital’ problem,”’ 
the council stated in its report, 
“many hospitals should become 
larger by expansion or merger. 
Three hundred beds is considered 
an approximate minimum. The 


larger hospital brings more com- 
plete services to patients and 
economizes on_ scarce, highly- 
trained personnel.” 

General hospitals should pro- 
vide the basic services—medicine, 
surgery, pediatrics, and obstetrics 
—to all classifications of patients 
regardless of sex, age, race, or 
ability to pay. 


New Jersey Blue Cross Gets 
18.5 Per Cent Rate Increase 


Increases averaging 18.5 per 
cent have been granted to the Hos- 


KETCHUM, INC. 


DIRECTS 


SUCCESSFUL 
HOSPITAL BOND ISSUE 


CAMPAIGN 


in North Carolina County-Wide Election 


Last fall the Board of the Edgecombe General Hospital, Edgecombe 
County, North Carolina, went to the voters of its community for 
approval of a $500,000 bond issue to finance construction of a new 
hospital. Ketchum, Inc., known for its success in directing fund- 
raising appeals and other bond issue campaigns, was called in for 
professional direction of the hospital’s appeal to the public. 

Prior to the referendum, Ketchum, Inc. publicized a “Vote Yes” 
campaign. We organized speakers bureaus, radio and _ television 
shows. And we organized and trained hundreds of volunteers to take 
the case right to fellow citizens in their homes. 

The voters said “Yes,” as they had done previously in Findlay, 
Ohio, and other communities where Ketchum, Inc. has conducted 


similar bond issue campaigns. 


Commenting on Ketchum, Inc.’s direction of the campaign Mr. 
John J. Mason, President of the Edgecombe Bank and ‘Trust Company, 
wrote: “In my opinion the success of this campaign was due mainly 
to your staff's presentation of the program.” 

If your hospital faces a bond issue referendum or a fund-raising 
campaign, we will be glad to discuss your problem with you. There 


is no obligation for early counsel. 


KETCHUM, INC. 
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Direction of Fund-Raising Campaigns 


CHAMBER OF COMMERCE BUILDING 


PITTSBURGH 19, PA. 


§00 FIFTH AVENUE, NEW YORK 36, N.Y. 
JOHNSTON BUILDING, CHARLOTTE 2, N.C, 


pital Service Plan of New Jersey 
(Blue Cross) by state Banking and 
Insurance Commissioner - Charles 
R. Howell. 

The increases are effective July 
1 and are intended to provide 
enough income to meet the Plan’s 
obligations and allow for an in- 
crease in Plan reserves during at 
least the next two years, the com- 
missioner stated. 

Commissioner Howell also stated 
that several interested organiza- 
tions had suggested to him that a 
group be established to study the 
possibility of eliminating frequent 
and continued Blue Cross Plan in- 
creases. 

Such a group will be established, 
Commissioner Howell stated, al- 
though he reported that he had 
not yet selected any of its mem- 
bers. Carl K. Withers, Plan presi- 
dent, pledged the Plan’s support 
and cooperation for any such study 
group. 


Short Course Scholarships 
Given to 10 Housekeepers 


Winners of $300 scholarships for 
the 10th annual short course in 
hospital administration, which con- 
cludes May 23 at Michigan State 
University, East Lansing, have 
been announced. 

The short course is sponsored by 
the American Hospital Association 
in cooperation with the university. 
Huntington Laboratories the 
donor of the scholarships. 

Winners were: Harry M. Crow 
Jr., departmental staff assistant, 
Allegheny General Hospital, Pitts- 
burgh. 

Mrs. Harold N. Griswold, execu- 
tive housekeeper, New Britain 
(Conn.) General Hospital. 

James E. Hayes, housekeeper, 
Morrell Memorial Hospital, Lake- 
land, Fla. 

Mary Hook, assistant house- 
keeper, Oakwood Hospital, Dear- 
born, Mich. 

Alice L. Keefe, executive house- 
keeper, Wesley Hospital, Oklahoma 
City, Okla. 

Rosemary Masterson, housekeep- 


ing department supervisor, Dukes 


Memorial Hospital, Peru, Ind. 

Robert W. Sayre, assistant main- 
tenance superintendent, Denver 
General Hospital. 

Bobby K. Stevenson, assistant 
property services director, Baylor 
University Hospital, Dallas, Tex. 

Virginia E. Stump, nurse aide, 
Dixie Hospital, Hampton, Va. 

Janice B. White, housekeeper, 
Harlan (Ky.) Memorial Hospital. 
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CURRENT LISTINGS OF 
NEW ASSOCIATION MEMBERS 


NEW INSTITUTIONAL MEMBERS 


INDIANA 
Howard County Hospital—Kokomo. 

KENTUCKY 
Woodford County Memorial Hospital—Ver- 

sailles. 
NORTH DAKOTA 
Linton Hospital—Linton. 
OHIO 

Pike County General Hospital—Waverly 


\ 


Klein, Roger—dir. prog. in hosp. adm. 
Emory (Ga.) University. 

Kulinski, Joseph G.—chief eng.— North 
Shore Hospital—Manhasset, N.Y. 

Larks, Barnett supt.—Chicago (TIIl1.) 
Wesley Memorial Hospital. 

Lovelace, Tina Virginia—student in hosp. 
adm.— Michigan State University — East 
Lansing. 

Lyons, L. H.—chief eng.—St. Mary’s Hos- 
pital—-Port Arthur, Tex. 

Maher, Hugh Joseph—student in hosp. adm. 

Department of Public Health— Yale 
University—New Haven, Conn 

Mahmoudi, Jalal—compt.—Shiraz (Iran) 
Medical Center—Nemazee Hospital 

Mallory, William L.—bus. adm.—Genesee 
County Sanatorium—Flint, Mich. 

McEwan, Hugh C.—registrar—Veterans 
Administration Hospital—Brockton, Mass. 

McRee, Edward B.—adm.—Eaton Rapids 
(Mich.) Community. Hospital 

Mencos, Ernesto—hosp. consult. in adm.— 
Institute of Social Security of Guatemala 

Guatemala City. 


/ NieJson, Eldon C. Jr.—chief eng. Latter- 


ay Saints Hospitals—Salt Lake City, 
Utah. 
*oulen, Virginia W.—dir. of food service 
Beverly (Mass.) Hospital. 

Roberts, G—chief eng. of main.—Uni- 
versity Medical Center—Columbia, Mo. 
Robertson, William—main. eng.—St. 
Joseph's Hospital—Hamilton, Ontario. 
Roscoe, Lois A.—consult.—Fort Hamilton 

Hospital—Hamilton, Ohio. 

Rossini, Dr. Joaquim—dir.—Emergency 
Hospital —Ipiranga District—Sao Paulo, 
Brazil. 

John F.—exec. secy.—Marion 
(Ohio) General Hospital. 

Shepherd, William Leon—act. hosp. adm.— 
Western State Hospital—Hopkinsville, 


Ky. 

Sirois, Roland G.—supt. plant and main.— 
Giockner Penrose Hospital—Colorado 
Springs, Colo. 

Sprague, George C.—asst. adm., pur. agt.— 
Silver Cross Hospital—Joliet, nit 

Stickney, David W.—student in hosp. adm. 


OKLAHOMA Nicklas, John—asst. vice pres.—Roosevelt Northwestern University—Chicago. 
Baptiet Hospitals of Oklahoma—Oklahoma Hospital—Irvington, N.Y. Stolnacke, Richard A.—asst. adm.—Lu- 
Aty. 
WISCONSIN 


Cuba City Medical Center—Cuba City. ee 


ton. 
ONTARIO 

Salvation Army Grace Hospital—Windsor —— 
KOREA 


Severance Hospital— Yonsei University - Your Hospital Should Have These 


NEW PERSONAL MEMBERS 


Allen, Henly G.—-eng.—Driscoll Foundation 
Children’s Hospital—Corpus Christi, Tex 

Arcilesi, C. J.—supv. arch. eng., and asst 
chief Research Facilities Planning Branch 
— Public Health Service—National Insti- 
tutes of Health—Bethesda, Md 

Bettridge, James R.—main. supt.—Latter- 


HOSPITAL ORGANIZATION AND MANAGEMENT $18.75 


mierie, Don A.—leg. consult.-pub. rel. dir by Maicolm T. MacEachern, M.D. $rd edition, 1957, 1,558 pages 
Catholic Hospital Association of South 

Dakota—Yankton 

Biondo, Raymond V.—asst. mgt. analyst 
389th USAF Hospital (SAC)—706th Stra- 
tegic Missile Wing (ICBM-Atlas)—Francis 
E. Warren AFB, Wyo. 

Carros, Donald H.—dir. of pers. and pub 
rel.—Pontiac tMich.) General Hospital 
Courtney, James A.—chief eng-—-Syden- 
ham District Hospital—Wallaceburg, On- 


tario 
Craig, Herbert L.—chief eng.—Holy Cross MANUAL FOR 


Hospital—-Chicago 

D'Amore, Adanto A. S.—hosp. comdr 
3345th USAF Hospital—Chanute Ajit 
Force Base—lIll 

Davis, William B.—chief eng.—St. David's 
Community Hospital—Austin, Tex. 

Diamond, Dr. Murray A.—med. off. in 
charge—-PHS Hospital—Lexington, Ky. 

Duran, Frank W.—asst. to adm.—pur. agt 
—Hillerest Medical Center—Tulsa, Okla 
Easton, Dr. Donald Robertson—supt.—Royal 
Alexandra Hospital—Edmonton, Alberta 

Eckliff Jr.. Norman D.—pur. agt.—Augus- 
tana Hospital—Chicago 

Ehret, Edwin L.—supt. plant oper.-Me- 
morial Hospital—Belleville, Il 

Eichner, John—head of eng. dept.—Uni- 
versity of Rochester (New York) Medi- 
cal Center. 

Eriksson, Carl E.—plant supt. and chief 
en Quincy (Mass.) Hospital 

Gardner, Arthur F.—chief eng. and supy 
of main.—St. Mary's Hospital—Orange, 


Outstanding Professional Texts 


R THE MEDICAL RECORD LIBRARIAN $10.00 


son, M.D., and Adaline C. Hayden, C.R.L. 
445 pages. 


ANATOMY 


by E.. Tho 


lat edition, li 


by Thomas R. Ponton, B.A., M.D. 2nd edition, revised by 
Malcolm T. MacEachern, M.D., 2nd ptg., 155. 400 pages 


MEDICAL TERMINOLOGY MADE EASY ....... $5.00 


by JeHarned, R.N., R.R.L., Ist ed.. Srd Ptg., 1956. 291 pages 


STANDARD NOMENCLATURE of Diseases and Operations $8.00 


of by Richard J. Plunkett, M.D., and Adaline C. Hayden, R.R.L. 

chante, Clarence—chief eng.—Jennings Me- Published for the A.M.A., 4th edition, 1952, 1,034 pages 
morial Hospital—Detroit 

Hardy, Owen B.—adm.—Phoebe Putney 
Memorial Hospital—-Albany, Ga. 

Hartman, John—main.—St. George Hospi- 
tal—Cincinnati. 

Harvey, Elmer L.—adm. asst.—Methodist 
Hospital—Indianapolis. 

Hawkins, Andrew S.—eng.—Pekin (Il) 
Public Hospital. 

Thomas B.—mech. main. supt.— 

ilwaukee (Wis.) County Hospital. — 
Hertzfeld, Milton—plant supt.—-Memorial 
and DuPont Convalescent Hos- | 


THE comecs CURRICULUM IN HOSPITAL 
ADMINISTRATION $2.00 


by Joint 


ion on Education, Ist edition, 1948, 107 pages 


We can also furnish any other professional text. 


Send us the title, author's name, and publisher. 


pital—Wilmington, Del. 
Holland, Herbert—chief eng.—St. Joseph's 
Hospital—Hamilton, Ontario. 
Huesers, Robert E.—student—North western 
Isaac, Dr -——student in hosp. adm. pro- 
ram—University of Pittsburgh (Pa.) EC 
Jefferies, John R.—asst. adm.—Latter-day 
Saints Hospital—Salt Lake City, Utah 
Johnsen, Gordon N.—asst. adm.—lIowa 


Methodist Hospital—Des Moines. 161 W. Harrison Street . 


Edward M.—pur. agt.—Griffin 
Hospital—Derby, Conn. 


Chicago 5, Illinois 
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theran Hospital of Maryland—Baltimore. 
Vire, Lt. Col. Howard F.—exec. off.—Army 
Hospital—Carlisle Barracks, Pa. 
Wade, Pat H. Jr.—student in hosp. adm.— 
Northwestern University—Chicago. 
Warren, Richard M.—student in hosp. adm. 
—Northwestern University—Chicago. 


alif. 
Paxton (Ill.) Community Hospital Auxil- 
iary. 
St. Catherine’s Hospital Woman’s Auxil- 
iary—East Chicago, Ind. F, 
Southeastern Kentucky Baptist Hospiffl 
Auxiliary—Corbin, Ky. 


Garrard County Memorial Hospital Auxil- 
iary—Lancaster, Ky. 

Notre Dame Hospital Auxiliary—Bidde- 
ford, Maine. 

Ladies Auxiliary of Harford Memorial Hos- 
pital—Havre de Grace, 

Sturdy Memorial Hospital Aid Association 


Ladies Aid Society of St. Luke’s Hospital 
—Bethlehem, Pa. 

Auxiliary of St. John's General Hospital of 
Allegheny County—Pittsburgh. 

Women’s Auxiliary of Baptist Memorial 
Hospital—Memphis, Tenn. 


Building Good Will ce 


St. Joseph's Hospital Guild—Fort Worth, 


ex. 
Tooele (Utah) Valley Hospital Auxiliary. 
St. Joseph's Memorial Hospital Guild— 
Hillsboro, Wis. 
Psychiatric Hospital Auxiliaries Ladies 
ommittee—Rio Piedras, Puerto Rico. 


8; Chicago (Edgewater Beach Hotel) 
Central Service Administration —— Moy 
12-15; Pittsburgh (Roosevelt Hotel) 
Nursing In-Service Program——May 26- 
29; Colorado Springs, Colo. (Antlers 
Hotel) 


cago (Edgewater Beach Hotel) 
Dietary Department Administration 
June 2-6; New York City (Sheraton- 
McAlpin Hotel) 
Hospital Organization Planning Work- 


shop——June 4-6; Roanoke, Va. (Ho- 
tel Roanoke) 
Administrators’ Secretaries——June 9-!|!; 
San Mateo, Calif. (Villa Hotel) 
Hospital Public Relations——June |6-'9; 
Berkeley, Calif. (Claremont Hotel) 
Hospital Pharmacy——June |6-20; Phil- 
adelphia (Temple University) 


Directors of Hospital Volunteers—— June 
25-27; Kansas City, Mo. (Bellerive 
f Hospital Law——July 1-3; Denver (Cos- 
S uccesstfu Hospital Purchasing——July |4-18; East 
Lansing, Mich. (Michigan State Uni- 
| HOSPITAL FUND RAISING 
: ty Hospital Pharmacy—July 28-August 
Chicago (University of Chicago) 
Dietary Department Administration - 
fo r 3 8 Y ears September 8-12; Kansas City, Mo. 
Disaster Planning —— September 15-1! 7. 
Dallas, Tex. (Adolphus Hotel) 
Evening and Night Nursing Service Ad- 
. tember 29-October 2; New York City 
INCORPORATED Medical Social Workers—-September 29- 
— : Empire State Building eee October 3; Minneapolis. (Hotel Radis- 
son) 
New York 1, New York 
American Association of Fund-Raising Counsel 
(Continued from page 14) 
never hope to produce all, or even 
oe Pom one-half, of its essential forms 
needs. And as hospitals grow and 


as ‘modern hospital patient ac- 
counting and recording progresses, 
there will be less and less oppor- 
tunity to make adequate use of a 
hospital operated printing press. 
It couldn’t begin to do the variety 
of jobs required. 

The hospital industry need take 
a backseat to none in the manner 
in which it has met the rising 
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Womeldorf, Lester—chief eng.—Lock —Aitleboro, Mass. 
ne. Haven (Pa.) Hospital. Eaton Rapids (Mich) Community Hospital 
ir Force Hospital—Keesler omen’'s uxiliary — Cambridge inn 
Miss. State School and Hospital. Hospital association meetings 
ie icolas A. Solano—La orrera, Panama. ouis. " 
ee Memorial Community Hospital Auxiliary— (Continued from page 6) S 
HOSPITAL AUXILIARIES Jefferson City, Mo, 
Gornwall (N-Y.) Hospital Institute for Occupational Therapists— 
omen’s ub o ice yde emoria 
- a Poa Hospital Service Guild—Fresno, Hospital—Malone, N.Y. | April 28-May 2; Boston (Somerset 
“Soe Auxiliary of Rideout Hospital—Marysville, Western Lane Hospital Auxiliary—Florence, Hotel) 
Hospital Auxiliary Leadership——Moy 6- 


rig 
| 
| 
| 
| 


cost of patient care and at the 
same time substantially increased 
the caliber and degree of services 
rendered. But hospital administra- 
tors should not be fooled into be- 
lieving that owning and operating 
your own printing equipment is a 
quick and sure step to reducing 
overhead. Chances are, you'll find 
you've created another big expense 
item and a big do-it-yourself 
headache.— WILLIAM L. Hart, 
manager, Steck Co. s 


Editorial notes 
(Continued from page 27) 


the time being, that then it shall 
and may be lawful for the said 
speaker, and he is hereby required, 
to sign an order on the provincial 
treasurer for the payment of two 
thousand pounds, in two yearly 
payments, to the treasurer of the 
said hospital, to’ be applied to the 
founding, building and finishing of 
the same.’ 

“This condition carried the bill 
through; for the members, who 
had oppos’d the grant, and now 
conceiv'd they might have the 
credit of being charitable without 
the expense, agreed to its passage; 
and then, in soliciting subscriptions 
among the people, we urg’d the 
conditional promise of the law as 
an additional motive to give, since 
every man’s donation would be 
doubled; thus the clause work’'d 
both ways. The subscriptions ac- 
cordingly soon exceeded the requi- 
site sum, and we claim’d and 
receiv'd the public gift, which en- 
abled us to carry the design into 
execution. A convenient and hand- 
some building was soon erected; 
the institution has by constant 
experience been found useful, and 
flourishes to this day; and I do not 
remember any of my political 
manoeuvers, the success of which 
gave me at the time more pleasure, 
or wherein, after thinking of it, I 
more easily excus’d myself for 
having made some use of cunning.” 


Association section 
(Continued from page 107) 


Louise Home, Portland. 
Morningside, Portland. 
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Pennsylvania 


Windsor, Windsor. 


Corry Memorial, Corry. 
Zem Zem Hospital for Crippled 


Children, Erie. 
Fairview 
burgh. 


Sanatorium, 


Virginia 


Fauquier, Warrenton. 


Pitts- 


Washington 


West Seattle General, Seattle. 


Jewish Home for Aged at Pitts- 


burgh, Pittsburgh. 


Texas 
Oak Place, Houston. 


Army, Mineral Falls. 


Vermont 
Wing Memorial, Bennington. 
Broadview General, Newport. 


Wisconsin 


St. Joseph’s, Arcadia. 
Community, New London. 
Holy Family, New Richmond. 
Vernon County, Viroqua. 
Vernon Memorial, Viroqua. 


hall. 


Whitehall 


Community, White- 


URINAL 
‘Sanitary no-bead rim. 
New thick rim eliminates 
rolled edge and bacteria- 
catching crevices—for 
easier cleaning and sani- 
tation. Heavy gauge pol- 
ished stainless steel, 
completely seamless. 
Made only by Vollrath. 
1%-qt. capacity. No. 8915 


ORLD OVEE... 


of rath STAINLESS STEEL UTENSILS 


efficiency 
dependability 


rovide utmost sanitation 


E}rracture BEDPAN 
Also child's urinal or 
douche pan. Smaller, 
flatter, easier to use with 
immobilized patient. So 
convenient for other pur- 
poses, too. The only frac- 


‘ture bedpan made in 


stainless steel. Conforms 
to most rigid sanitary 
standards. No. 8902. 


improved KICK 
BUCKET-Sanitary no- 
bead rim. Entirely seam- 
less, with new thick flat 
rim; ears for handle an 
integral part of the pail. No 
dirt-catching crevices— 
easier sanitation. Made of 
extra heavy durable stain- 
less steel. 13-qt. capacity. 
No. 5813. 


First in stainless stee/ utensils for the medical profession 


THE VOLLRATH COMPANY 


SHEBOYGAN, WISCONSIN 
Sales offices and show rooms: New York, Chicago, Los Angeles 
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JOHN H. HAYES 


Colleges and large industries 
now operate schools for execu- 
tives; that is, to teach bosses how 
to boss. 

I can imagine one of the married 
students saying, “My wife ought 
to be on the faculty.” 

The longest minute is the one 
which the TV announcer says will 
be spent on the sponsor’s commer- 


cial. 


Bert Whitehall told me about 
the missile-minded tourist who 
looked up at the Washington 
monument and said, ““They’ll never 
get it off the ground.” 


And of the two Russian scien- 
tists who appeared at the gate of 
Heaven. St. Peter said, “You boys 
know you cannot get in here.” 
They replied, “We don’t want in. 
We just want our ball back.”’ 


2 


HOSPITAL LIMERICKS: 
I know of a lady named Ross 
Who decided to join the Blue Cross; 
And now she complains 
That she never has pains 
And she counts the cash paid as a 
loss. 


“The patients I always appease,’ 
The administrator said, “and with 
ease; 
“But the Board of Trustees 
“And all the M.D.s 
“Are the ones I’m expected to 
please.” 
* * 
The trouble with busybodies is 
that they are not kept busy 


enough. 


The Ministry of. Health of Great 
Britain has now ruled that doctors 


may prescribe, at government ex- 
pense, nips of brandy for their pa- 
tients. The prescribing of gin had 
previously been approved. What is 
now needed is free vermouth, to 
go with the gin; and free cointreau 
with the brandy—for §sidecars. 
Then “M.D.” after the doctor's 
name could stand for “Mixed 
Drinks”’. 
Sometimes it is difficult to de- 
termine whether a worker is 
working or on a sit-down strike. 
Grandparents fondly recall the 
sound of sleighbells in their youth, 
while their grandchildren now ea- 
gerly await the same sound—in 
warm weather—on the Good Hu- 
mor man’s automobile. 
Hospital signs are puzzling. For 
instance, SEMI-PRIVATE MEN. 
What is a semi-private man? AC- 
CIDENT ROOM. Any room can be 
an accident room if you're not 
careful. PATIENT SLEEPING. I 
suppose that is the opposite of fit- 
ful sleeping. 


Bankers and industrialists assure us that worthwhile projects will 


continue to attract generous support. 


Business leaders have faith in our country’s economic soundness. 
They realize that it could be a costly mistake — moral, political 
and economic —to back away from social responsibilities they 
have assumed in the past. They realize that every dollar raised 
during a well-planned and skillfully directed capital fund campaign 
will quickly find its way into a constructive project which will 


stimulate production and employment. 


We would be happy to help you analyze your fund-raising 


problems. 


JOHN F. RICH COMPANY 


3 Penn Center Plaza 
PHILADELPHIA 2, PA. 


IS THIS A GOOD TIME FOR A 
BUILDING FUND CAMPAIGN? 


YES, IT DEFINITELY IS FOR INSTITUTIONS 
WITH A GENUINE NEED, COMPELLINGLY PRESENTED 


Member, American Association of Fund-Raising Counsel 


For a Handy Purchasing 
Reference 


see the 


GUIDE FOR 
HOSPITAL BUYERS 


on the Goldenrod pages 
Part Il of August 1 issue 
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APRIL 16, 1958 


Classifications: Classified advertis- 
ing accepted to run under the fol- 


lowing headings: 1—Services; 2—- 


Instruction; 3— Wanted; 4 — For 
Sale; $—Positions Wanted: 6—Posi- 
tions Open; 7 Miscellaneous. 


Transient Rate: Thirty cents a 
word; minimum charge $4.50 per in- 
sertion. 


Contract Rate: Six-point body 
lines, 13 pica columns, $1.40 per 
line; eight-point display lines $1.70 
per line. Five per cent discount for 
twelve-insertion contracts .with no 
change of copy. Ten per cent dis- 
count for twenty four-insertion con- 
tracts with no change of copy. 


SERVICES 


DISASTER PLANNING consulting service 
to aid your industry or institution to pre- 
pare plans of action in case of , , 
natural disaster or civil defense situations, 
Timothy G. Stillman, P.O. Box 54B, Corn- 
wall-on-Hudson, New York. 


POSITIONS OPEN 


HOSPITAL ADMINISTRATOR for 57 bed 
county hospital in a 7,500 beach town. 
Write stating experience, qualifications and 
salary expected. Address: Mrs. T. B. Wells, 
Jr.. secretary Board of dinate assau 


General Hospital, Fernandina) Beach, Fla 


Bey. 
NURSE ANESTHETIST: R.N.A. Yor 215 t 
hospital. Excellent surroundings 


sonnel policies. $6300.00 starting salary with 
time and merit increments. Reply J.A 
Anderson, Superintendent, Lutheran Hos- 
pital, Fort Dodge, lowa 


NURSE ANESTHETIST RNA for 125 bed 
hospital. 40 hour week. Salary open. Con- 
tact G. L. Crutchfield, Administrator, Oua- 
chita County Hospital, Camden, Arkansas. 


DIETITIAN-CONTACT, ADA 
NO EXPERIENCE NECESSARY 


Excellent opportunity for dietitian to gain 
valuable experience working in leading 
research hospital. Will work wit) thera- 
utic diets and patients on privyte floors. 
ill supervise pantry maids. Liferal em- 
loyee benefits; covenient Ce 
ork City location. Hours 6:30 A 
alternate weekends off 


SEND RESUME TO: \. 
PERSONNEL DEPT. 


Memorial Center for 
Cancer & Allied Diseases 
444 E. 68th St.. New York 21, N.Y. 


ADMINISTRATOR OR OFFICE MANA- 
GER: small general hospital; Milwaukee 
area; only experienced considered; salary 
open. Prerequisites: accounting, credits, 
collections, personnel. Address HOSPI- 
TALS Box I-26. 


CHIEF LABORATORY TECHNICIAN, 
Brightlook Hospital, 10 Summer St., St 
Johnsbury, Vermont. 52 bed, accredited 
general hospital. Laboratory under super- 
vision of pathologist. Salary $400 per month 
if well qualified. Write or telephone Ralph 
H. Ross, Acting Administrator, Ploneer 
8-2311. 
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“DOCTOR OF PHYSICAL MEDICINE-RE- 


HABILITATION: dnstitution located New 


\Engiand treating handicapped children 


‘and adults. Unusual and challenging open- 
ing including treatment, research, educa- 
tion for professional disciplines in this 
field. For complete information, write 
HOSPITALS, Box I-21. 


DIETITIANS: A.D.A. registered for posi- 
tions in Administration and Therapeutics 
Salary commensurate with experience. 218 
bed medical schoo! affiliated hospital. Re- 
sort center. Apply Robert C. Terrill, As- 
sistant Administrator, Mary Fletcher Hos- 
pital, Burlington, Vermont 


GENERAL DUTY NIGHT NURSE. Immedi- 
ate opening. 38 bed, modern, JCAH fully 
accredited hospital located in central Ari- 
zona in heart of Verde Valley. Elevation 
3500 ft.. ideal year round climate within 
few minutes of beautiful Oak Creek Can- 
yon and 150 miles from Grand Canyon 
Only 2 hours drive to Phoenix, a rapidly 
growing metropolis. 5 day 40 hour week; 
starting salary $280 with periodic increases; 
paid vacation; sick leave; holidays. Blue 
Cross available; Social Security. Apply to: 
Director of Nurses, Marcus Lawrence 
Memorial Hospital, P. O. Box 538, Cotton- 
wood, Arizona. 


NURSE ANESTHETIST 
AANA 


Friendly atmosphere & modern facilities 
combined make an outstanding opportunity 
in a foremost medical teaching and re- 
search center. Convenient Central New 
York City location. 40-hour week with 
rotating night call. No obstetrics 
Excellent benefits including fully paid Blue 
Cross, free health services, 9 paid holidays 
per year. AND—-full assistance in locating 
suitable apartment in vicinity of Memorial 
Center. 


SEND RESUME TO: 
DR. WILLIAM S. HOWLAND 


Memorial Center for 
Cancer & Allied Diseases 
444 E. 68th St.. New York 21, NY. 


DIETITIAN ADA, 125 bed hospital. 40-hour 
week. Salary suse. To replace retiring die- 
titian. Contact G. L. Crutchfield, Adminis- 
trator, Ouachita County Hospital, Camden, 
Arkansas. 


INSTRUCTOR MEDICAL-CLINICAL—Must 
have B.S. degree in Nursing Education and 
a minimum of two years experience in two 
of the following positions: Instructor, As- 
sistant Instructor, Head Nurse. 366 bed 
hospital; 150 student School of Nursing 
with three year diploma course. Contact 
Personnel Department, Milwaukee Hospital, 
2200 West Kilbourn Avenue, Milwaukee 3, 
Wisconsin. 


HOSPITAL PERSONNEL BUREAU 


220 E. Lexington St. Baltimore 2, Md. 
No registration fee. LExington 9-5029 
Cc. J. Cotter Associates R. J. E. Guild 


NATION-WIDE PLACEMENT SERVICE 


Openings for Physicians, Administrators, 
Dietitians, Director of Nurs- 
and all RN Categories: 
d X-ray Technicians, Phys. era- 
pists ‘Social Workers, Pharmacists, Exect. 
ousekeepers, Comptrollers and all hospi- 
tal categories. 


Licensed Employment Agent 


ASSISTANT MEDICAL RECORD LI- 
BRARIAN : 650 bed general hospital. I.B.M.. 
Terminal Digit and Soundex Procedures. 
wy for woman with initiative. 

our week. Social Security, three weeks 
vacation and liberal sick leave policies. 
Apply Personnel Director, Harper Hospi- 
tal, Detroit 1, Michigan. 


SING 


MEDICAL PLACEMENT 
15 Peachtree Place, N. W. 


Atlanta, Georgia 


NURSE ANESTHETISTS (a) Eastern Hos- 
pital, incl. some ob. (b) Female nurse 
anes. may live in. Salary open. 


LABORATORY TECHNICIANS (a) ASCP 
reg. for Southern hosp. Must be willing to 
learn x-ray. (b) Asst. to Chief. Tech., 
A.S.C.P. reg., male or female. Salary 
$375.00 to $415.00; fee paid. (c) California 
hosp. offers good opportunity for reg. tech 
Salary open. (d) Genl. hosp. has opening 
for AS.C.P. reg. technician. Residence for 
female tech. Calls rotated with another 
tech. 


RESEARCH TECHNICIAN, Texas. Must 
have science degree and some exp. in 
clinical lab. 


NURSES: (a) R.N., 3 to 11 shift, general 
floor duty. (b) Children’s hosp., 3 to 
shift 


DIETITIANS (a) A.D A. reg., Southern 
general hospital. (b) Southern City hos- 
pital prefers mature reg. dietitian. 


CHEMIST, male. Ph.D. to head dept. of 
clinical chemistry. Growing Texas com- 
munity. 


DIRECTOR OF NURSING EDUCATION 
(a) Master's deg. in ed. or nursing ed. 
Salary to $6,000.00 ann. depending upon 
qualifications and exp. 


ASST. DIRECTOR,. NURSING EDUCA- 
TION needed July 1. 


EXECUTIVE HOUSEKEEPER for 85-bed 
general hospital, South. 


SOCIAL WORKER Psychiatric social 
worker for midwest Public Welfare agency 
Appl. should have two years’ graduate 
training incl. supervised field work. 


PSYCHOLOGIST Public Welfare Dept.., 
midwest. Prefer Master's deg. in clinical 
psychology and one year's exp. 


MEDICAL RECORD LIBRARIAN for 
Southern hospital 


OUR 62nd YEAR 


Wo ODWARD 
al Personnel Bureau 


® ANN WOOOWARD 


Telephone RAndolph 6-5682 


ADMINISTRATORS: (a) Dir of Med 
also conduct clinical reserch; 450 bed, fully 
apprvd hsp; $13,000, fringe benefits; lge 
univ city; New England. (b) Well-trnd 
adm w/sevl yrs exper: pref southern bck- 
grnd: 325 bd fully apprvd hsp; lige south- 
ern city. (c) Progressive, experd, qual’d 
individual; 50 bd hsp undergoing expan- 
sion program; lige univ city: MW. (d) 100 
bd hsp expenee to 185. long term: also 
supervise homes caring for some 300 old 
people; to $10,000; MW. (e) Dir 60 bd hsp 
& act as consultant in opening 4 addi smi 
hsps; will dir each hsp as they open; excl 
oppor achieve dirctshp—grp 10 hsp; req’s 
at least Nominee ACHA; $15,000; So. Calf 
(f) Asst adm w/5 yrs exper; must know 
accounting; 400 bd fully apprvd hsp; req’s 
HA degree: $9,000; New England. (g) Asst 
Adm; sevrl yrs exp; Bey: course; Acct 
& Bus backgrnd: 225 hsp; $8400- 
$9600; city on Lake ANd 


ADMINISTRATIVE POSTS: ith) Clinic 
Mgr; man or woman; exper'’d; acctng ex- 
19 Dr grp occupying new bldg; $10,000; 
tC. (1) Comptroller; Acctng grad w/5 yrs 
exper; 650 bd, fully apprvd hsp: $8,000: 
lige city MW. (j) Credit Mgr: 150 bd JCAH 
hsp; shid have 1 or 2 yrs exper, know bus 
& legal aspects of collection wk: $4,400- 
$5,600: MW. (k) Purchasing Agent: male 
or female; shid have exper as P.A. or Hosp 
Adm Asst; $5,200; lge Midwest city 
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THE MEDICAL BUREAU 
M. Burneice Larson—Director 
900 North Michigan Ave. 
Chicago 11, Illinois 


To physicians, hospital administrators, 
nursing executives and others in the hos- 
pital and medical fields confronted with 
the delicate but important problem of re- 
locating, the physician in need of an asso- 
ciate, or the institution reorganizing or 
augmenting its staff. Burneice Larson of- 
fers the services of The Medical Bureau. 
All negotiations strictly confidential. Op- 
ortunities in all parts of America, includ- 
ng countries outside continental United 
States. Please note our descriptions of op- 
portunities in the first issue of each month 
> — Write us please for further 
e 


DOROTHEA BOWLBY ASSOCIATES 
8 South Michigan Avenue Chicago 3, Ill. 
Suite 1420—ANdover 3-5293 
Dorothea Bowlby, Director 


A Specialized Employment Service for 
Medical and Hospital Personnel. (Men 
and Women.) For Administrators, Person- 
nel Directors, Business Managers, Dieti- 
tians, Physicians, Directors of Nurses, 
Therapists, Pharmacists, Medical Record 
Librarians, Anesthetists, Public Relations 
Directors, Housekeepers, Bacteriologists, 
Biochemists, Medical Technologists, mer 
Technicians, Food Service Managers. All 
inquiries from applicants are kept strictly 
confidential. 


POSITIONS OPEN 


SCIENCE INSTRUCTOR: Hospital school 
of nursing of 60 students, 3 year program 
—1 class yearly. 210 bed hospital in charm- 
ing southern town of 30,000. Teaching ex- 
perience and degree in nursing education 
preferred. Salary open and commensurate 
with qualifications. Apply to Director, 
School of Nursing, The McLeod Infirmary, 
Florence, S. C. 


ASSISTANT DIRECTOR, OCCUPATIONAL 
THERAP 
with affiliation program. Five day week, 
40-hour, paid vacations, 7 holidays, sick 
leave, social security. Excellent opportunity 
for progressive administrator. Resume to 
Director, Occupational Therapy, Emily P. 
Bissell Hospital, 3000 Newport Gap Pike, 
Wilmington 8, Delaware. 


DIETITIAN: Opening in 400 bed hospital 
which is adding 120 bed rehabilitation unit. 
Excellent opportunity in therapeutic or 
administrative work for A.D.A. registered 

rson. Salary commensurate with train- 

g and experience. Liberal benefits. Apply 
Personnel Director, lowa Methodist Hospi- 
tal and Raymond Blank Memorial Hospital 
for Children, Des Moines, Iowa. 


LIBRARIAN: Registered or equal; full 
charge of department in 45 bed hospital, 
75 miles east of St. Louis, Mo. Salary 
Open. Apply Administrator, Salem Me- 
morial Hospital, Salem, Illinois. 


PICTURE CREDITS 


28 Staff photo-Fritz 
Robert McCullough 
31 Robert McCullough 
36 Robert McCullough 
38 Edward Saxe 
41 Robert M. Mottar, Scope Associates, Inc. 
44 Michael Reese Hospital 
46 Photographic Dept., Rhode island Hospital 
48 Robert M. Mottar 
51 Robert McCullough 
53 William M. Rittase 
56 Reid H. Ray Film Industries, Inc. 
70 Reid H. Ray Film Industries, Inc. 
81 Myron Ehrenberg, Scope Associates, Inc. 
86 Sarra, Inc. 
98 University Health Service, Univ. of Minn. 
102 Robert McCullough 
130 Foy Foto Service Inc. 
. 136 Chicago Photographers 


CHIEF ENGINEER: Excellent opportunity 
to change position or to advance from 
smaller institution. 350 bed general hos- 
pital with planned expansion. Eastern 
coast, 50 miles from New York City. Or- 
ganizational ability in maintenance and 
engineering required. Must work along 
with and direct your *personnel. Salary 
open. Reply HOSPITALS, Box I-33. 


MALE X-RAY TECHNICIAN: For large 
hospital in mid-western city. 5 years ex- 
perience preferred. Must be registered, 
good workin hours, excellent salary. 
Address HOSPITALS, Box I-32. 


PATHOLOGIST: New 75 bed, non-profit 
hospital (fully refrigerated) 
which will work towards full approval by 
CAH seeks Board Certified athologist. 
Finest facilities and equipment in one of 
the Southwests fastest growing communi- 
ties—percentage arrangement. Opening 
sometime in June, 1958. Address all in- 
quiries to Administrator, Parkview Hos- 
pital, P. O. Box 222, Yuma, Arizona. 


Two STAFF DIETITIANS—One teaching; 
one therapeutic; A.D.A. members, hospital 
recently expanded to 450-beds, located in 
residential district; by J.C.H.A.; 
dietary facilities entirely new and air-con- 
ditioned; dietetic on integrated with 

L.N. approved school of nursing, affiliated 
with Medical Research Institute, 40 hour 
week, broad personnel licies and benefits; 
salary open. Apply iss Rosemary E. 
Brown, Director of Dietetics, The Toledo 
Hospital, Toledo 6, Ohio, or call Green- 
wood 2-1121. 


DIETITIAN: A.D.A,. or equal; full charge 
of department in 45 bed hospital, 75 
miles east of St. Louis, Mo. Salary open. 
Apply Administrator, Salem Memorial 
Hospital, Salem, Illinois. 


REGISTERED RECORD LIBRARIAN. Good 
Personnel Policies; Excellent salary. 80 bed 
Accredited Hospital. Apply: Administrator, 
Sidney A. Sumby Hospital, 234 Visger Road, 
River Rouge 18, Michigan. 


POSITIONS WANTED 


BUSINESS MANAGER: Young (34) aggres- 
sive, married man. Two years experience 
as Business Manager in a 325 bed hospital. 
Also experience in credit and collection 
work. upervising large business office. 
Prefer Rocky Mountain or Southwestern 
area. Address HOSPITALS, Box I-28 


ADMINISTRATOR: Desires choice hospi- 
tal in prosperous Midwest community. - 
500 beds. Master's Degree in Hosp. Admin. 
Residency, Asst. Administrator in ys 
teaching hospital—4 yrs., Administrator in 
large teaching hospital—4 yrs. Fellow, 
A A, age 35. Reply HOSPITALS, Box 
-24. 


TWO CERTIFIED REGISTERED NURSE 
ANESTHETISTS: male, desire 
take charge anesthesia department, small 
community hospital, fee for service basis. 
Experienced in all types anesthetics and 
techniques including spinals. Excellent rec- 
ee Address HOSPITALS, Box 
-29. 


ENGINEER: Two years college, ex-serv- 
icemen, young, married, responsible. Some 
hospital experience. Desires assistants posi- 
tion to gain experience. Address HOSPI- 
TALS, Box I-30. 


ANESTHESIOLOGIST: Board certified, 
extensive experience as Chief of Depart- 
ment with anesthesiologists, nurse anes- 
thetists, residents, in large approved 
general hospital; desires to relocate; ex- 
Address HOSPITALS, 
ox I-31. 


ADMINISTRATOR: HA degree, member 
ACHA. 5 years assistant large general 
hospital. Hospital construction experience. 
Address HOSPITALS, Box I-34. 
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Y — Modern tuberculosis hospital . 


formation. 


Yours for the 
Asking 


. . . . 146 numbered pages of this April 
16th issue of HOSPITALS contain impor- 
tant messages from 66 advertisers. Each 
of these messages is an invitation for you 
to write for further information. A con- 
venient inquiry card is on the next page. 
Circle key number of advertisement for in- 


To get the most out of this issue of the 
Journal, we encourage you to ask for fur- 
ther information from these reliable com- 
panies. Their help is yours for the asking. 
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Hospital feeding problems and solutions 
Food conveyors 

Quantity recipes for baked foods 
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Nutritional and clinical uses of vitamin B-12 
Recipes using soup bases 

Portion cost charts 

Recipes using low-moisture fruits 

Cooking with soup 
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Water heater guide for large buildings 
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Guide specificationsor heating plant 


Furniture planning aid 
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Sound conditioning | 

Electric generating plants _/ 
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Daily work planning guide 

How to use measured work techniques 
Textile purchasing guide 

Controlling hospital cross-infection 


Maintenance of sanitation in buildings and equipment 


Mopping and sweeping floors 


Planning the hospital laundry 
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Technical report on vat dyeing 


About hepatitis 
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THE PHYSIOLOGIC PLASMA ELECTROLYTE 


Provides ionic concentrations of sodium, chloride, calcium 
and magnesium precisely as found in human plasma... 
the potassium concentration is twice that of normal 
plasma and bicarbonate is also provided in twice its 
plasma concentration in the form of metabolizable pre- 
cursors, acetate and citrate. 


INDICATIONS: Uncomplicated medical, surgical, pediatric, 
orthopedic and urologic cases . . . to counteract dehydration 
... to expand volume of plasma and intracellular fluid with- 
out distorting ionic composition . .. to prevent postoperative 
potassium deficiency . .. to restore normal plasma electrolyte 
values in infantile diarrhea . . . and in the management of 
metabolic acidosis. 


Because of the unique balance of its components, PLASMA- 
LYTE promotes normal fluid and electrolyte balances without 
inducing potassium toxicity, tetany or metabolic acidosis. 


HOW SUPPLIED: Bottles containing 500 ml. and 1000 ml. 
Where protein-sparing effect and increased caloric infusion 
are indicated, specify 

PLASMALYTE with Travert’ 10% 
Bottles containing 500 ml. and 1000 ml. 


BAXTER LABORATORIES, INC. 


Morton Grove, Illinois 


DISTRIBUTED AND AVAILABLE ONLY IN THE 37 STATES EAST OF THE ROCKIES (except in the city of El Paso, Texas) THROUGH 


AMERICAN HOSPITAL SUPPLY CORPORATION 


SCIENTIFIC PRODUCTS DIVISION GENERAL OFFICES © EVANSTON, ILLINOIS 
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University Microfilms 
313 North First Street 
Ann Arbor, Mich. 


ESTABLISHED EFFICACY 


COMBATS MOST CLINICALLY IMPORTANT PATHOGENS 


IN VITRO SENSITIVITY OF MIXED PATHOGENS TO CHLOROMYCETIN 
AND 4 OTHER WIDELY USED ANTIBIOTICS* 


20 40 60 80 100 


*Adapted from Ditmore, D. C., & Lind, H. E.: Am. J. Gastroenterol. 28:378, 1957. Organisms tested 


were isolated from stools of 48 patients, 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) is a potent therapeutic agent 
and, because certain blood dyscrasias have been associated with its administration, 
it should not be used indiscriminately or for minor infections. 

Furthermore, as with certain other drugs, adequate blood studies should be made 
when the patient requires prolonged or intermittent therapy. 
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